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Don’t  Fence 
Me  In 
(Or  Out) 


Let  me  ride  through  the  ridge  where  the  West  commences 
Let  me  gaze  at  the  moon  till  I lose  my  senses 
I can't  look  at  hobbles  and  I can't  stand  fences 
Don't  fence  me  In 


By  definition,  a contract  is  a mutual 
agreement,  enforceable  by  law,  that 
something  either  will  or  will  not  be 
done.  Physicians  are  increasingly 
drawn  into  agreements  and  con- 
tracts which  obligate  them  and  limit 
their  lives  and  practices  in  exchange 
for  a variety  of  benefits. 

Let’s  face  it — we  are  neophytes 
in  LA  Law  land.  When  we  sign  a 
contract,  most  of  us  do  so  with  a 
confidence  and  belief  in  the  wisdom 
and  goodness  of  human  nature  and 
precious  little  hard-nosed  intelli- 
gence. 

We  have  seen  our  profession 
become  more  specialized  in  recent 
years.  Many  have  limited  the  field  of 
practice — dropping  OB  and  ortho- 
pedic work  or  otherwise  seeking  to 
limit  malpractice  exposure. 

In  addition  we  have  had  to  adapt 
to  new  patient-doctor  payment 
schemes.  With  the  proliferation  of 
alphabetized  patient  cohorts 
(HMO-PPO-IPA)  we  are  entering 
into  contracts  with  each,  and  many 
of  us  find  ourselves  working  with 
such  “alternative  delivery  sys- 
tems.” 

Now  this  is  not  bad.  It  is,  howev- 
er, different  and  we  have  to  be 


informed  and  knowledgeable  about 
these  matters.  We  must  know  what 
we  contract  for  and  what  we  will 
receive,  and  we  must  make  sure  that 
our  perceptions  are  correct  and 
accurate. 


It’s  like  building  a fence.  Some 
fences  are  good  and  some  are  bad. 
They  limit  freedom  and  in  return 
bring  order  and  control.  The  Illi- 
nois State  Medical  Society  is  pre- 
pared to  help  you  build  a good 
fence,  if  necessary.  In  this  issue  of 
the  IMJ  we  look  at  this  new  patient- 
doctor  concern.  Our  legal  special- 


ists are  prepared  to  read  your  con- 
tracts and  evaluate  them.  They  can 
answer  questions  that  you  may  have 
and  answer  questions  that  you  may 
not  even  be  aware  you  should  be 
asking.  The  legal  specialists  we  use 


know  what  is  important  to  physi- 
cians in  practice  in  Illinois  and 
ISMS  will  provide  this  help  for  a 
nominal  fee. 

Elsewhere  in  this  issue,  you  will 
find  information  on  what  the  soci- 
ety’s specialists  do  and  how  they 
think  about  these  things.  You  may 
want  to  look  into  it.  i 


^ A?  /A  D, 


Edward  J.  Eesco,  M.D. 

President 


It's  like  building  a fence.  Some  fences  are  good 
and  some  are  bad.  They  limit  freedom  and  in 
return  bring  order  and  control. 
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FOR  YEARS  OF 

COMPUANCE, 


lOT  COMPLAINTS 

IN  HYPERTENSION 


" Well-tolerated,  once-a-day  therapy 
for  patient  compliance  that  lasts 

Rarely  causes  • impotence^  • depression^  • sleep  disturbances^ 
Doesn't  compromise  • potassium^  • glucose^  • lipids'^ 

"Long-term  control  as  initial  therapy 
or  in  combination 

"Excellent patient  acceptance 
reduces  dropouts 

An  estimated  80%  of  responders  stay  on  HYTRIN  long  term, 
as  shown  in  a two-year  study ^ 

Side  effects  generally  were  mild  and  transient.  Dizziness  and 
asthenia  were  the  most  common.  Others  reported  signifi- 
cantly more  frequently  than  with  placebo  were  nasal  congestion, 
peripheral  edema,  somnolence,  nausea,  palpitations,  and  blurred 
vision.  Incidence  of  syncope  (1.0%)  was  not  significantly  different 
from  placebo. 

"One  price  for  all  dosage  strengths 

Even  if  dosage  is  Increased,  patient  cost  is  not  increased 

® img 
2mg 
5 mg 
tablets 

The  first  once-a-day  alpha,  hlocker 


advancing  cardiovascular  care 


Please  see  accompanying  brief  summary - 
7083834 


HYTRIN® 

(terazosin  hydrochloride  tablets) 


Brief  Summary 

CLINICAL  PHARMACOLOGY;  Pharmacodynamics;  Clinical  studies  of  terazosin  used  in  once-a-day  (maiority) 
and  bj.d  regimens  with  total  doses  usually  in  the  range  of  5 20mg/day.  in  patients  with  mild  or  moderate  hyperien 
Sion  Because  terazosin,  like  alt  alpha  antagonists,  can  cause  large  falls  in  blood  pressure  after  the  first  (Jose  or 
first  few  doses,  the  initial  dose  was  fmg  m virtually  all  studies,  with  subsequent  titration  to  a specified  fixed  dose 
or  titration  to  a specified  blood  pressure  end  point 

Blood  pressure  responses  were  measured  at  the  end  of  the  dosing  interval  (usually  24  hrs ) and  effects  were 
shown  to  persist  throuohout  the  interval,  with  usual  supine  responses  5 tOmmHg  systolic  and  3 5 SmmHg  diastolic 
greater  than  placebo.  The  responses  in  the  standing  position  tended  to  be  somewhat  larger,  although  this  was  not 
true  in  all  studies  The  magnitude  of  blood  pressure  responses  was  similar  to  prazosin  ana  less  than  hydrochlorothi- 
azide (in  a single  study)  In  measurements  24  hrs  after  dosing,  heart  rale  was  unchanged 

Limited  measurements  of  peak  response  (2-3  hrs  after  dosing)  during  chronic  terazosin  administration  indicate 
that  It  IS  more  than  twice  the  trough  (24  hr  ) response,  suggestino  some  attenuation  of  response  at  24  hrs.  pre- 
sumably due  to  a fall  in  blood  terazosin  concentrations  at  the  end  of  the  dose  interval  This  explanation  is  not  esiab 
lished  with  certainty  and  is  not  consistent  with  the  similarity  of  blood  pressure  response  to  once  a-day  and  b i d 
dosing  With  the  absence  of  an  observed  dose  response  relationship  over  a range  of  5 20mg  i e if  blood  concen 
trations  fall  to  the  point  of  providing  less  than  full  effect  at  24  hrs , a shorter  dosing  interval  or  larger  dose  should 
lead  to  increased  response  Measure  blood  pressure  (BP)  at  the  end  of  the  dose  interval;  if  response  is  not  satis- 
factory. patients  may  be  tried  on  a larger  (Jose  or  b i d.  regimen  The  latter  should  be  considered  if  side  effects 
such  as  dizziness,  palpitations,  or  orthostatic  complaints,  are  seen  within  a few  hours  after  dosing 

The  greater  BP  effect  associated  with  peak  plasma  concentrations  (first  few  hours  after  dosing)  appears  some 
what  more  position-dependent  (greater  in  the  erect  position)  than  the  effect  of  terazosin  at  24  hrs.  In  the  erect  po 
sition  there  IS  a 6 10  bpm  increase  in  heart  rate  in  the  first  few  hours  after  dosing  During  the  first  3 hrs  after 
dosing  1 2.5%  of  patients  had  a systolic  pressure  fall  of  30mmHg  or  more  from  supine  to  standing  or  standing  sys- 
tolic pressure  below  OOmmHg  with  a fall  of  at  least  20mmHg,  compared  to  4%  of  a placebo  group 

INOiCATiONS  AND  USAGE;  Indicated  for  the  treatment  of  hypertension 
CONTRAiNDfCATIONS;  None  known 


WARNINGS:  Syncope  and  ”First-dose''  Effect;  Terazosin,  like  other  alpha-adrenergic  blocking  agents,  can 
cause  marked  hypotension,  especially  postural  hypotension,  and  syncope  in  association  with  fte  first  dose 
or  first  few  doses  A similar  effect  may  occur  if  therapy  is  interrupted  for  more  than  a few  doses  Syncope 
has  been  reported  with  other  alpha-adrenergic  blocking  agents  in  association  with  rapid  dosage  increases 
or  introduction  of  another  antihypertensive  drug.  Syncope  may  be  due  to  an  excessive  posturalliypotensive 
effect,  although  occasionally  the  syncopal  episode  has  been  preceded  by  severe  supraventricular  tachycardia 
with  heart  rates  of  120-160  bpm 

To  decrease  the  likelihood  of  syncope  or  excessive  hypotension,  always  initiate  treatment  with  a Img 
dose  at  bedtime.  The  2mg  and  Smg  tablets  are  not  indicated  as  initial  therapy.  Increase  dosage  slowly,  and 
add  additional  antihypertensive  agents  with  caution.  Caution  patients  to  avoio  situations  where  injury  could 
result  if  syncope  occurs  during  initiation  of  therapy. 

In  early  studies  where  increasino  single  doses  up  to  7.5mg  were  given  at  3 day  intervals,  tolerance  to  the  first 
dose  phenomenon  did  not  necessarily  develop  and  the  "first  rfose"  effect  was  observed  at  all  doses  Syncopal  epi- 
sodes occurred  in  3 of  14  subjects  given  doses  of  2.5,  5,  and  7, Smg,  which  are  higher  than  the  recommended  initial 
dose.  Severe  orthostatic  hypotension  (BP  50/0mmHg)  was  seen  in  two  others  and  dizziness  tachycardia  and  light- 
headedness  occurred  in  most  subjects  These  adverse  effects  all  occurred  within  90  min.  of  dosing. 

In  multiple  dose  clinical  trials  involving  nearly  2000  patients,  syncope  was  reported  in  about  1%  of  patients  in 
no  case  severe  or  prolonaed.  and  was  not  necessarily  associated  with  early  doses 

If  syncope  occurs,  place  patient  In  recumbent  position  and  treat  supportively.  There  is  evidence  that  the 
orthostatic  effec*  of  terazosin  is  greater,  even  in  chronic  use.  shortly  after  dosing. 

PRECAUTIONS:  General  Orthostatic  Hypotension:  While  syncope  is  the  most  severe  orthostatic  effect  of 
terazosin,  other  symptoms  of  lowered  BP,  such  as  dizziness.  Iightheadedness  and  palpitations,  are  more  common, 
occurring  in  28%  of  patients  in  clinical  trials  Patients  with  occupations  m which  such  events  represent  potential 
problems  should  be  treated  with  particular  caution. 

Information  for  Patients  Make  aware  of  possibility  of  syncopal  and  orthostatic  symptoms,  especially  at  initiation 
0 therapy,  and  to  avoid  driving  or  hazardous  tasks  for  l2  hrs  after  the  first  dose,  after  a dosage  increase  and 
after  interruption  of  therapy  when  treatment  is  resumed  Caution  to  avoid  situations  where  injury  could  result 
should  syncope  occur  during  initial  therapy  Advise  to  sit  or  he  down  when  symptoms  of  lowered  Br  occur  and  to 
rise  carefully  from  a sitting  or  lying  position  Bothersome  dizziness.  Iightheadedness  or  palpitations  should  be 
reported  to  physician. 

Tell  patients  that  drowsiness  or  somnolence  can  occur,  requiring  caution  in  people  who  must  drive  or  operate 
heavy  machinery 

Laboratory  Tests  Small  but  statistically  significant  decreases  in  hematocrit,  hemoglobin,  WBC.  total  protein  and 
albumin  were  observed  in  clinical  trials.  The  magnitude  of  decreases  did  not  worsen  with  time  These  findings  suq 
gest  the  possibility  of  hemodilution 

Drug  Interactions  In  controlled  Inals,  terazosin  was  added  to  diuretics,  and  several  beta  adrenergic  blockers,  no 
unexpected  interactions  were  observed  Terazosin  has  also  been  used  concomitantly  without  interaction  in  at  least 
50  patierjts  on  the  following  1)  analgesic/anti  inflammatory  (acetaminophen,  aspirin,  codeine,  ibuprofen  indo 
methacin),  2)  antibiotics  (erythromycin,  trimethoprim  and  sulfamethoxazole).  3)  anticholinergic/sympathomimet- 
ics  (phenylephrine  HCI,  phenylpropanolamine  HCl.  pseudoephedrine  HCI),  4)  antigout  (allopurinol)  b)  antihista 
mines  (chlorpheniramine).  6)  cardiovascular  agents  (atenolol,  hydrochlorothiazide,  methyclothiazide  pro 
prano  of).  7)  corticosteroids,  8)  gastrointestinal  agents  (antacids).  9)  hypoglycemics,  10)  sedatives  and  tranouil 
izers  (diazepam) 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility  HYTRIN  was  devoid  of  mutagenic  potential  when  evaluated 
m VIVO  and  m vitro 

HYTRIN,  administered  in  feed  to  rats  at  doses  of  8.  40,  and  250mg/kg/day  for  2 yrs , was  associated  with  a 
^atistically  siq^nificant  increase  m benign  adrenal  medullary  tumors  of  male  rats  exposed  to  the  250mg/kg  dose 
Ihis  dose  IS  695  X max  recommended  human  dose  (20mg/55kg)  Female  rats  were  unaffected  HYTRIN  was  not 
oncogenic  in  mice  when  administered  in  feed  for  2 yrs.  at  a maximum  tolerated  dose  of  32mg/kg/dav 
The  absence  of  mutagenicity  in  a battery  of  tests,  of  tumongenicity  of  any  cell  type  in  the  mouse  carcinogenicity 
assay,  of  increased  total  tumor  incidence  in  either  species,  and  of  proliferative  adrenal  lesions  in  female  rats,  sug 
gests  a male  rat  species-specific  event  Numerous  other  diverse  pharmaceutical  and  chemical  compounds  have 
been  associated  with  these  tumors  in  male  rats  without  supporting  evidence  for  carcinogenicity  in  man 
Effects  on  fertility  were  assessed  in  a standard  fertility/reproductive  performance  study  In  which  male  and 
fernale  rats  were  administered  oral  doses  of  8,  30  and  120mg/kg/day  Four  of  20  male  rats  given  30mg/kg  and  5 
of  19  male  rats  given  120mg/kg  failed  to  sire  a fitter  Testicular  weights  and  morphology  were  unaffected  vaginal 
smears  at  30  and  120mg/kg/day  appeared  to  contain  less  sperm  than  smears  from  control  matings  and  good  corre 
lation  was  reported  between  sperm  count  and  subsequent  pregnancy 
Oral  use  for  1 or  2 yrs  elicited  a statistically  significant  increase  in  testicular  atrophy  in  rats  exposed  to  40  and 
250mg/kg/day.  but  not  in  rats  exposed  to  Smg/kg/day  (>  20  X max  recommended  human  dose)  Testicular  atro- 
phy was  observed  in  dogs  dosed  with  300mg/!m/dav  ( > 800  X max  recommended  human  dose)  for  3 months  but 
not  after  1 yr  when  dosed  with  20mg/kg/day  This  lesion  has  also  been  seen  with  Minipress'^ 

Preanancy  Teratogenic  effects  Pregnancy  Category  C There  are  no  adequate  and  well-controlled  studies  in  preg 
nant  women  and  the  safety  of  terazosin  in  pregnancy  has  not  been  established  HYTRIN  is  not  recommended  durinq 
preanancy  unless  potential  benefit  justifies  potential  risk  to  mother  and  fetus 
Nonteratogenic  effects  In  a pen  and  cost  natal  development  study  in  rats,  significantly  more  pups  died  in  the 
group  dosed  with  120mg/kg/day  (>  300  X max  recommended  human  dose)  than  in  the  control  group  during  the 
3 week  post  partum  period 

Nursing  Mothers  It  is  not  known  whether  terazosin  is  excreted  in  breast  milk,  therefore  exercise  caution  when 

administering  terazosin  to  a nursing  woman 

Pediatric  Use:  Safety  and  effectiveness  have  not  been  determined. 


ADVERSE  REACTIONS:  The  prevalence  of  adverse  reactions  has  been  ascertained  from  14  placebo-controfled 
studies  conducted  primarily  in  the  U S The  studies  involved  once  a day  administration  of  terazosin  as  monotherapy 
or  in  combination  with  other  antihypertensive  agents,  at  doses  ranging  from  1 to  40mg  All  adverse  events  reported 
during  these  studies  were  recorded  as  adverse  reactions  Adverse  events  where  the  prevalence  rate  in  the  terazosin 
group  was  at  least  5%.  where  the  prevalence  rate  for  the  terazosin  group  was  at  least  2%  and  was  greater  than 
the  prevalence  rate  for  the  placebo  group,  or  where  the  reaction  is  of  particular  interest  are  summarized  below 
Unly  asthenia,  blurred  vision  dizziness,  nasal  congestion,  nausea,  peripheral  edema,  palpitations  and  somnolence 
were  significantly  (p<0.05)  more  common  in  patients  receiving  terazosin  than  in  patients  receiving  placebo 
Other  events  include  lV,TER«OSIN-V.PLACEBO];  asthenia  (T13%-4  3%).  back  pain  (2  4%-1  29ft  blurred 
vision  (1.6%-0%)  depression  (0  3%-0-2%).  dizziness  (19  3%-7  5%).  dyspnea  (3  1%-2  4%).  edema  (0  9%  0 6%) 
(12%-1.4%).  libido  decreased  (0  6%-0.2%).  nasal  congestion 
S ' (4  4%J  4%)  nervousness  {2  3%-1.8%).  pain  extremities  (3.5%  3%).  palpitations 

(4  3%-l  2%)  paresthesia  (2.9%-14%),  peripheral  edema  (5.5%-2  4%).  postural  hypotension  {1.3%-04%), 
sinusitis  (2.6%-l  4%).  somnolence  {5.4%-2  6%).  tachycardia  (1  9%-1.2%).  weight  gam  ((55%  0 2%). 

Adverse  reactions  were  usually  mild  or  moderate  in  intensity  but  sometimes  were  serious  enough  to  interrupt 
treatment.  Adverse  reactions  that  were  most  bothersome  as  judged  by  being  reported  as  reasons  for  (flscontinuation 
terazosin  group  and  being  reported  more  often  than  in  the  placebo  group 
asthenia  {1.6%-0%),  blurred  vision  (06%  0%).  dizziness  (3  l%-04%)  dys 
° congestion  (06%  0%).  nausea  (0.8%-0%).  palpitations 

r <08%  02%).  peripheral  edema  (0.6%-0%),  postural  hypotension  {0.5%-0%)  somno 

lence  {0.6%-0  2%).  syncope  (0  5%  0.2%).  tachycardia  (0.6%-0%) 

Additional  adverse  reactions  have  been  reported,  but  these  are  not  distinguishable  from  symptoms  that  might 
have  occurr^  in  the  absence  of  exposure  to  terazosin.  The  following  additional  adverse  reactions  were  reported 
by  at  least  1%  of  1987  patients  who  received  terazosin  in  clinical  studies  or  during  marketing  experience  abdomi- 
nal pain,  abnormal  vision,  anxiety,  arrhythmia,  arthralgia,  arthritis,  bronchitis,  chest  pain  cold  symptoms  conjunc- 
tivitis. constipation,  diarrhea,  dry  mouth,  dyspepsia,  epistaxis,  facial  edema,  fever,  flatulence,  flu  symptoms,  gout 
increased  cough,  insomnia,  joint  disorder,  myalgia,  neck  pain,  pharyngitis,  pruritus,  rash  rhinitis  shoulder  pain 
sweating,  tinnitus,  urinary  frequency,  urinary  tract  infection,  vasodilation,  vomiting 

DOSAGE  AND  ADMINISTRATION;  Dose  and  dose  interval  (1 2 or  24  hrs.)  should  be  adjusted  accordinq  to  BP  re- 
sponse ^ 

Initial  Dose;  Img  at  bedtime  Observe  the  initial  dosing  regimen  strictly  to  minimize  potential  for  severe  hypoten 
sive  effects 


Subseguent  Doses;  Slowly  increase  dose  to  achieve  desired  BP  response  Usual  dose  range  is  Img  to  5mg  once 
a day  Some  patients  may  benefit  from  doses  up  to  20mg/dav  Doses  over  20mg  do  not  appear  to  provide  further 
BP  effect  Doses  over  40mg  have  not  been  studied  Monitor  BP  at  the  end  of  dosing  interval  to  assure  control  is 
maintained  It  may  be  helpful  to  measure  BP  2-3  hrs.  after  dosing  to  see  if  maximum  and  minimum  responses  are 
similar,  and  to  evaluate  symptoms  which  can  result  from  excessive  hypotensive  response  If  response  is  substan 
lially  diintnished  at  24  hrs  consider  an  increased  dose  or  b i d regimen  If  administration  is  discontinued  for 
several  days  or  longer,  reinstitute  therapy  using  initial  dosing  regimen.  In  clinical  trials  except  for  the  initial 
dose,  the  dose  was  given  in  the  morning. 

Use  With  Other  Drugs;  Caution  should  be  observed  when  terazosin  is  administered  concomitantly  with  other  an 
tihypertensive  agents  (e  g , calcium  antagonists)  to  avoid  the  possibility  of  significant  hypotension  When  adding  a 
diuretic  or  other  antihypertensive  agent,  dosage  reduction  and  retitration  may  Be  necessary 
August.  1987  Abbott  Health  Care  Products,  inc.  North  Chicaqo.  IL  60064  7083834 
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OBITUARIES 


**Coggeshall,  Lowell  T.,  Foley,  Alabama  (formerly  of 
Chicago),  died  November  11,1 987  at  the  age  of  86.  Dr.l 
Coggeshall  was  a 1928  graduate  of  the  Indiana  Univer- 
sity School  of  Medicine,  Indianapolis. 

*Durso,  August  J.,  Glenview,  died  November  4,  1987| 
at  the  age  of  65.  Dr.  Durso  was  a 1944  graduate  of  the 
Loyola  University  Stritch  School  of  Medicine,  May- 
wood. 

**Filipiak,  Marion  Joseph,  Chicago,  died  March  6, 
1987  at  the  age  of  87.  Dr.  Filipiak  was  a 1925  graduate 
of  the  Loyola  University  Stritch  School  of  Medicine, 
Maywood. 

**Jacobs,  William 

1987  at  the  age  of 
of  the  University 
Chicago. 

“Lukaszewski,  Edwin  J.,  Chicago,  died  October  18, 
1987  at  the  age  of  80.  Dr.  Lukaszewski  was  a 1933 
graduate  of  the  University  of  Health  Sciences/Chicago 
Medical  School. 

* ‘Price,  Robert  G.,  Normal,  died  May  7,  1987  at  the 
age  of  78.  Dr.  Price  was  a 1935  graduate  of  the 
Northwestern  University  Medical  School,  Chicago. 

“Rubovits,  Frank  E.,  Chicago,  died  November  10, 
1987  at  the  age  of  77.  Dr.  Rubovits  was  a 1936 
graduate  of  the  Rush  Medical  College,  Chicago. 

“Scott,  Gordon  H.,  Chicago,  died  November  7,  1987 
at  the  age  of  88.  Dr.  Scott  was  a 1927  graduate  of  the 
McGill  University  Faculty  of  Medicine,  Montreal,  Can- 
ada. 

‘Spencer,  Warren  F.,  Evanston,  died  November  10, 

1 987  at  the  age  of  66.  Dr.  Spencer  was  a 1 955  graduate 
of  the  Northwestern  University  Medical  School,  Chica- 

go- 

*Indicates  ISMS  member 

**Indicates  member  of  ISMS  Fifty  Year  Club 


F.,  River  Forest,  died  November  10, 
78.  Dr.  Jacobs  was  a 1934  graduate 
of  Illinois  College  of  Medicine, 
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Bactrim'DS 

(160  mg  trimethoprim  and  800  mg  sulfamethoxazole/Roche) 

Badrinr  Pediatric 

(40  mg  trimethoprim  and 
200  mg  sulfamethoxazole  per  5 ml) 


When  you  decide  to  use 
Bactrim,  use  the  power  of  the  pen 
as  well.  It  guarantees  your  patient  will 
get  Bactrim— with  the  power  of  penetra- 
tion where  you  want  it,  the  power  of 
concentration  where  you  want  it,  and  the 
power  to  persist.  Three  powers  well 
worth  trusting. 

And  remember,  after  deciding  on  Bactrim, 
protect  your  decision.  Take  an  extra  half- 
second,  in  accordance  with  your  state  regula- 
tions, to  prevent  substitution. 


SPECIFY. 
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BACTRIM  (Uimethoprim  and  sullamethoxazole/Roche) 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which  follows: 

CONTRAINDICATIONS;  Hypersensitivity  to  trimethoprim  or  sulfonamides;  documented  megaloblastic 
anemia  due  to  folate  deficiency;  pregnancy  at  term  and  during  the  nursing  period,  infants  less  than  two 
months  of  age 

WARNINGS;  FATALITIES  ASSOCIATED  WITH  THE  ADMINISTRATION  OF  SULFONAMIDES.  ALTHOUGH 
RARE,  HAVE  OCCURRED  DUE  TO  SEVERE  REACTIONS.  INCLUDING  STEVENS-JOHNSON  SYNDROME, 
TOXIC  EPIDERMAL  NECROLYSIS.  FULMINANT  HEPATIC  NECROSIS.  AGRANULOCYTOSIS,  APLASTIC 
ANEMIA  AND  OTHER  BLOOD  OYSCRASIAS. 

BACTRIM  SHOULD  BE  DISCONTINUED  AT  THE  FIRST  APPEARANCE  OF  SKIN  RASH  OR  ANY  SIGN  OF 
ADVERSE  REACTION.  Clinical  signs,  such  as  rash,  sore  throat,  fever,  pallor,  purpura  or  jaundice,  may  be 
early  indications  of  serious  reactions  In  rare  instances  a skin  rash  may  be  followed  by  more  severe  reac- 
tions, such  as  Stevens-Johnson  syndrome,  toxic  epidermal  necrolysis,  hepatic  necrosis  or  serious  blood 
disorder  Perform  complete  blood  counts  frequently 

BACTRIM  SHOULD  NOT  BE  USED  IN  THE  TREATMENT  OF  STREPTOCOCCAL  PHARYNGITIS  Clinical  stud- 
ies show  that  patients  with  group  A B-hemolytic  streptococcal  tonsillopharyngitis  have  a greater  incidence 
of  bactenologic  failure  when  treated  with  Bactrim  than  with  penicillin 

PRECAUTIONS;  General  Give  with  caution  to  patients  with  impaired  renal  or  hepatic  function,  possible 
folate  deficiency  (e  g . elderly,  chronic  alcoholics,  patients  on  anticonvulsants,  with  malabsorption  syn- 
drome, or  in  malnutrition  states)  and  severe  allergies  or  bronchial  asthma  In  glucose-6-phosphate  dehy- 
drogenase deficient  individuals,  hemolysis  may  occur,  frequently  dose-related 
Use  in  the  Elderly  May  be  increased  risk  of  severe  adverse  reactions  in  elderly,  particularly  with  complicat- 
ing conditions,  e g , impaired  kidney  and/or  liver  function,  concomitant  use  of  other  drugs  Severe  skin 
reactions,  generalized  bone  marrow  suppression  (see  WARNINGS  and  ADVERSE  REACTIONS)  or  a specific 
decrease  in  platelets  (with  or  without  purpura)  are  most  frequently  reported  severe  adverse  reactions  in 
elderly  In  those  concurrently  receiving  certain  diuretics,  primarily  thiazides,  increased  incidence  of  throm- 
bocytopenia with  purpura  reported  Make  appropriate  dosage  adjustments  for  patients  with  impaired  kidney 
function  (see  DOSAGE  AND  ADMINISTRATION) 

Use  in  the  Trealment  of  Pneumocystis  Carinii  Pneumonitis  in  Patients  with  Acquired  Immunodeficiency 
Syndrome  (AIDS)  Because  of  unique  immune  dysfunction,  AIDS  patients  may  not  tolerate  or  respond  to 
Bactrim  m same  manner  as  non-AIDS  patients  Incidence  of  side  effects,  particularly  rash,  fever,  leuko- 
penia, with  Bactrim  in  AIDS  patients  treated  for  Pneumocystis  carinii  pneumonitis  reported  to  be  greatly 
increased  compared  with  incidence  normally  associated  with  Bactrim  in  non-AIDS  patients 
Information  lor  Patients  Instruct  patients  to  maintain  adequate  fluid  intake  to  prevent  crystalluria  and  stone 
formation 

Laboratory  Tests  Perform  complete  blood  counts  frequently;  if  a significant  reduction  in  the  count  of  any 
formed  blood  element  is  noted,  discontinue  Bactrim  Perform  urinalyses  with  careful  microscopic  examina- 
tion and  renal  function  tests  during  therapy,  particularly  for  patients  with  impaired  renal  function 
Drug  Interactions.  In  elderly  patients  concurrently  receiving  certain  diuretics,  primarily  thiazides,  an 
increased  incidence  of  thrombocytopenia  with  purpura  has  been  reported  Bactrim  may  prolong  the 
prothrombin  time  in  patients  who  are  receiving  the  anticoagulant  warfarin  Keep  this  in  mind  when  Bactrim 
IS  given  to  patients  already  on  anticoagulant  therapy  and  reassess  coagulation  time  Bactrim  may  inhibit  the 
hepatic  metabolism  of  phenytoin  Given  at  a common  clinical  dosage,  it  increased  the  phenytoin  half-life  by 
39%  and  decreased  the  phenytoin  metabolic  clearance  rate  by  27%  When  giving  these  drugs  concurrently, 
be  alert  for  possible  excessive  phenytoin  effect  Sulfonamides  can  displace  methotrexate  from  plasma  pro- 
tein binding  sites,  thus  increasing  free  methotrexate  concentrations 

DrugiLaboratory  Test  Interactions  Bactrim,  specifically  the  trimethoprim  component,  can  interfere  with  a 
serum  methotrexate  assay  as  determined  by  the  competitive  binding  protein  technique  (CBPA)  when  a 
bacterial  dihydrofolate  reductase  is  used  as  the  binding  protein  No  interference  occurs  it  methotrexate  is 
measured  by  a radioimmunoassay  (RIA)  The  presence  of  trimethoprim  and  sulfamethoxazole  may  also 
interfere  with  the  Jaffe  alkaline  picrate  reaction  assay  for  creatinine,  resulting  in  overestimations  of  about 
f0%  m the  range  of  normal  values 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility  Carcinogenesis  Long-term  studies  in  animals  to 
evaluate  carcinogenic  potential  not  conducted  with  Bactrim  Mutagenesis  Bacterial  mutagenic  studies  not 
performed  with  sulfamethoxazole  and  trimethoprim  m combination  Trimethoprim  demonstrated  to  be 
nonmutagenic  in  the  Ames  assay  No  chromosomal  damage  observed  in  human  leukocytes  in  vitro  with 
sulfamethoxazole  and  trimethoprim  alone  or  in  combination,  concentrations  used  exceeded  blood  levels  of 
these  compounds  following  therapy  with  Bactrim  Observations  of  leukocytes  obtained  from  patients 
treated  with  Bactrim  revealed  no  chromosomal  abnormalities  Impairment  of  Fertility  No  adverse  effects  on 
fertility  or  general  reproductive  performance  observed  in  rats  given  oral  dosages  as  high  as  70  mg/kg/day 
trimethoprim  plus  350  mg/kg/day  sulfamethoxazole 

Pregnancy  Teratogenic  Effects  Pregnancy  Category  C Trimethoprim  and  sulfamethoxazole  may  interfere 
with  folic  acid  metabolism,  use  during  pregnancy  only  if  potential  benefit  justifies  potential  risk  to  fetus 
Nonleratogenic  Effects  See  CONTRAINDICATIONS  section 
Nursing  Mothers  See  CONTRAINDICATIONS  section 

Pediatric  Use  Not  recommended  for  infants  under  two  months  (see  INDICATIONS  and  CONTRAINDICA- 
TIONS sections) 

ADVERSE  REACTIONS;  Most  common  are  gastrointestinal  disturbances  (nausea,  vomiting,  anorexia)  and 
allergic  skin  reactions  (such  as  rash  and  urticaria)  FATALITIES  ASSOCIATED  WITH  THE  ADMINISTRATION 
OF  SULFONAMIDES.  ALTHOUGH  RARE,  HAVE  OCCURRED  DUE  TO  SEVERE  REACTIONS.  INCLUDING 
STEVENS-JOHNSON  SYNDROME.  TOXIC  EPIDERMAL  NECROLYSIS.  FULMINANT  HEPATIC  NECROSIS. 
AGRANULOCYTOSIS.  APUSTIC  ANEMIA  AND  OTHER  BLOOD  OYSCRASIAS  (SEE  WARNINGS  SECTION) 
Hematologic  Agranulocytosis,  aplastic  anemia,  thrombocytopenia,  leukopenia,  neutropenia,  hemolytic 
anemia,  megaloblastic  anemia,  hypoprothrombinemia,  methemoglobinemia,  eosinophilia  Allergic  Reac- 
tions Stevens-Johnson  syndrome,  toxic  epidermal  necrolysis,  anaphylaxis,  allergic  myocarditis,  erythema 
multiforme,  exfoliative  dermatitis,  angioedema,  drug  fever,  chills,  Henoch-Schoenlein  purpura,  serum 
sickness-like  syndrome,  generalized  allergic  reactions,  generalized  skin  eruptions,  photosensitivity,  con- 
junctival and  scleral  injection,  pruritus,  urticaria  and  rash  Periarteritis  nodosa  and  systemic  lupus  erythe- 
matosus have  been  reported  Gastrointestinal  Hepatitis  (including  cholestatic  jaundice  and  hepatic 
necrosis),  elevation  of  serum  transaminase  and  bilirubin,  pseudomembranous  enterocolitis,  pancreatitis, 
stomatitis,  glossitis,  nausea,  emesis,  abdominal  pain,  diarrhea,  anorexia  Genitourinary  Renal  failure, 
interstitial  nephritis.  BUN  and  serum  creatinine  elevation,  toxic  nephrosis  with  oliguria  and  anuria,  crystal- 
luria  Neurologic  Aseptic  meningitis,  convulsions,  peripheral  neuritis,  ataxia,  vertigo,  tinnitus,  headache 
Psychiatric  Hallucinations,  depression,  apathy,  nervousness  Endocrine  Sulfonamides  bear  certain  chem- 
ical similarities  to  some  goitrogens,  diuretics  (acetazolamide  and  the  thiazides)  and  oral  hypoglycemic 
agents,  cross-sensitivity  may  exist  Diuresis  and  hypoglycemia  have  occurred  rarely  in  patients  receiving 
sulfonamides  Musculoskeletal  Arthralgia,  myalgia  W/sce//aneous  Weakness,  fatigue,  insomnia 
DOSAGE  AND  ADMINISTRATION:  Not  recommended  lor  use  in  infants  less  than  two  months  of  age. 
URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN.  AND  ACUTE  OTITIS  MEDIA 
IN  CHILDREN  Usual  adult  dosage  \ot  urinary  tract  infections  is  one  DS  tablet,  two  tablets  or  tour  teaspoon- 
fuls (20  ml)  P/d  for  10  to  t4  days  Use  identical  daily  dosage  for  5 days  for  shigellosis  Recommended 
dosage  for  children  with  urinary  tract  infections  or  acute  otitis  media  is  8 mg/kg  trimethoprim  and  40  mg/kg 
sulfamethoxazole  per  24  hours,  in  two  divided  doses  every  12  hours  for  10  days  Use  identical  daily  dosage 
tor  5 days  tor  shigellosis  Renal  Impaired  Creatinine  clearance  above  30  ml/min,  give  usual  dosage. 
15-30  ml/min.  give  one-half  the  usual  regimen,  below  15  ml/mm.  use  not  recommended 
ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS  Usual  adult  dosage  is  one  DS  tablet,  two 
tablets  or  four  teasp  (20ml)P/d  for  14  days 

PNEUMOCYSTIS  CARINII  PNEUMONITIS  Recommended  dosage  is  20  mg/kg  trimethoprim  and  100  mg/kg 
sulfamethoxazole  per  24  hours  in  equal  doses  every  6 hours  for  14  days  See  complete  product  information 
for  suggested  children's  dosage  table 

HOW  SUPPLIED;  DS  (double  strength)  Tablets  (160  mg  trimethoprim  and  800  mg  sulfamethoxazole)— 
bottles  of  100,  250  and  500.  Tel-E-Dose'*^  packages  of  100,  Prescription  Paks  of  20  Tablets  (80  mg  tri- 
methoprim and  400  mg  sulfamethoxazole)— bottles  of  100  and  500.  Tel-E-Dose*  packages  of  100. 
Prescription  Paks  of  40  Pediatric  Suspension  (40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per 
teasp  )— bottles  of  100  ml  and  16  oz  (1  pint)  Suspension  (40  mg  trimethoprim  and  200  mg  sulfamethoxa- 
zole per  teasp.)— bottles  of  16  oz  (1  pint) 

STORE  TABLETS  AT  15“-30°C  (59"-86°F)  IN  A DRY  PLACE  PROTECTED  FROM  LIGHT  STORE  SUSPEN- 
SIONS AT  15°-30"C  (59"-86"F)  PROTECTED  FROM  LIGHT 


"I  Quit  Clinics" 


The  Illinois  Interagency  Council  on  Smoking  and 
Disease  has  facilitated  a series  of  “I  Quit  Smoking” 
clinics  around  the  state. 

The  Council  is  able  to  provide  information  about 
training  programs  for  clinic  moderators,  for-credit 
training  programs  for  nurses  planning  to  moderate  “I 
Quit”  clinics  and  regular  industrial  programs. 

Inquiries  should  be  addressed  to  the  Council  at  1440 
W.  Washington  Blvd.,  Chicago  60607.  Telephone  (312) 
243-2000. 

The  Illinois  Interagency  Council  on  Smoking  and 
Disease  coordinates  and  helps  its  member  agencies 
combat  the  serious  health  hazards  of  smoking  and 
provides  liaison  with  the  National  Interagency  Council 
on  Smoking  and  Health. 

In  addition,  the  American  Cancer  Society  provides 
Fresh  Start  clinic  training  anywhere  in  Illinois  for 
hospitals  and  industries.  Educational  materials,  pam- 
phlets, posters,  films  and  training  can  also  be  obtained 
at  no  charge.  For  information,  contact  your  local  ACS 
office,  or  the  Illinois  Division,  Inc.,  at  37  South  Wabash 
Ave.,  Chicago  60603;  (312)  372-0471. 

The  Journal  will  carry  this  listing  on  a regular  basis, 
and  urges  Illinois  physicians  to  notify  their  patients  of 
this  service. 


February 

Our  Lady  of  Mercy 

Hospital 

Dyer,  IN 

February 

1 

St.  Mary  Medical  Center 

Hobart,  IN 

February 

2 

Rush  North  Shore  Med. 

Ctr. 

Skokie 

February 

2 

VA  Lakeside  Medical  Ctr. 

Chicago 

February 

9 

Carle  Clinic 

Urbana 

March  1 

VA  Lakeside  Medical  Ctr. 

Chicago 

March  1 

Rush  North  Shore  Med. 

Ctr. 

Skokie 

March  8 

Carle  Clinic 

Urbana 

April  4 

Alexian  Bros.  Med.  Ctr. 

Elk  Grove 

P 1 0586 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley.  New  Jersey  07110 


10 


Illinois  Medical  Journal 


ABSTRACTS  OF  ACTIONS 


November  6,  1987 


Hyatt  Oak  Brook  Hotel 


These  abstracts  are  published  so  that  members  of  the 
Illinois  State  Medical  Society  may  keep  advised  of  the  actions 
of  the  Board  of  Trustees.  They  cover  only  major  actiorus  and 


IDPA  MEDICAL  QUALITY  REVIEW  COMMITTEE 

The  Board  reviewed  a report  from  the  Third  Party 
Payment  Processes  Committee  (TPPPC)  on  IDPA  Med- 
ical Quality  Review  Committee  (MQRC)  issues.  The 
IDPA  is  mandated  to  review  physicians  and  recipients 
enrolled  in  the  Medical  Assistance  Program  to  guard 
against  fraud  and  abuse,  and  to  ensure  that  recipients 
receive  necessary  medical  care.  Previous  efforts  by 
IDPA  in  monitoring  this  program  were  primarily 
focused  on  financial  rather  than  quality  of  care  issues 
and  led  to  the  belief  by  some  physicians  that  the 
recoupment  of  money  was  the  purpose  rather  than  a 
side  effect  of  the  program. 

ISMS  urged  IDPA  to  refocus  its  review  in  the 
Medical  Assistance  Program  toward  quality  of  care 
issues.  IDPA  has  developed  its  MQRC  to  conduct  these 
refocused  reviews.  MQRC  is  entirely  comprised  of 
Illinois  physicians,  most  of  whom  are  nominated  by 
ISMS  upon  the  recommendation  or  endorsement  of 
the  local  county  medical  society.  While  the  fundamen- 
tal process  of  MQRC  review  seems  to  involve  appropri- 
ate medical  peer  review  activity,  the  TPPPC  made 
several  suggestions  to  improve  the  process  of  both 
MQRC  and  TPPPC. 

The  Board  agreed  to:  (1)  Ask  IDPA  to  formalize  the 
process  of  allowing  the  Medical  Quality  Review  Com- 
mittee to  recommend  CME  as  an  option  for  corrective 
action  against  a physician  under  appropriate  circum- 
stances; and  (2)  Authorize  the  chairman  of  the  Board  to 
appoint  an  advisory  committee  to  the  Third  Party 
Payment  Processes  Committee  consisting  of  physicians 
with  a signihcant  volume  of  IDPA  patients. 

IMJ  ADVERTISING  GUIDELINES 

The  Board  reviewed  a report  from  the  Publications 
Committee  regarding  classified  advertising  nomencla- 
ture and  a proposed  policy  change.  Confusion  has  been 
reported  resulting  from  use  of  the  generic  term  “doc- 
tor” in  classified  advertisements  by  non-MDs.  Legal 
counsel  has  advised  that  a non-discriminatory  policy 
regarding  nomenclature  would  address  these  concerns 
without  undue  burden  on  advertisers.  The  Board 
approved  an  amendment  by  addition  to  the  IMJ  adver- 
tising guidelines  as  follows:  Illinois  Medical  Journal 


are  not  intended  as  a detailed  report.  Full  minutes  of  the 
meetings  are  available  for  review  upon  any  member’s  request 
to  the  headquarters  office  of  the  ISMS. 


advertisers  who  are  either  licensed  under  the  Medical 
Practice  Act  of  1987  or  who  are  seeking  to  place  a 
classified  ad  for  a physician’s  position  in  their  practice 
or  setting,  and  who  wish  to  be  identified  in  classified 
copy,  must  use  their  legal  names  with  initials  indicating 
class  of  licensure.  The  generic  terms  “Doctor”  or 
“Dr.”  will  not  be  acceptable. 

CME  ACCREDITATION  FEES 

Component  societies  became  eligible  to  have  their 
CME  programs  approved  for  Category  1 credit 
through  the  ISMS  Committee  on  CME  Activities  in 
April  1987.  It  is  no  longer  necessary  for  component 
societies  to  seek  independent  accreditation  as  they  are 
already  covered  under  ISMS’  accredited  sponsor  sta- 
tus. The  Board  approved:  (1)  Deletion  of  previous  fee 
structures;  and  (2)  The  following  amended  fee  struc- 
ture for  component  societies: 

CME  Accreditation  Fees 

(a)  Registration  Fee — $200 

A one-time  fee  payable  upon  submission  of  the 
“Preliminary  Questionnaire.”  Institutions  affected 
by  the  12-month  rule  must  pay  the  registration  fee 
again. 

(b)  Survey  Fee — Varies  according  to  size  and  type  of 
applicant: 

(1)  Hospitals  or  other  medical  organizations  of  49 
or  fewer  members* — $750 

(2)  All  other  applicants — $1000 

This  fee  must  accompany  the  accreditation  applica- 
tion. 

*“Member”  refers  to:  (1)  For  a hospital,  members 
of  the  attending  medical  staff,  whatever  rank  or 
status  they  hold  (active,  associate,  provisional, 
senior,  etc.),  whether  employed  by  a hospital 
full-time  or  part-time,  or  office-based  or  hospital- 
based;  (2)  For  other  organizations,  active  members 
however  defined  by  the  organization,  (e.g.  for 
specialty  society,  all  paying  regular  dues).  In  both 
cases,  exclude  students,  residents,  consultants, 
courtesy  and  emeritus  members,  'nonorary  and 
corresponding  members. 

(Continued  on  page  48) 
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Dista  Products  Company 

D I S TA  Division  of  Eli  Lilly  and  Company 
Indianapolis.  Indiana  46285 
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Computer-generated  molecular 
structure  of  cephalexin 
hydrochloride  monohydrate 
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THE  INFORMED  PHYSICIAN 


The  informed  physician  knows  what  questions  to  ask,  what  issues  to  resolve  and  when  to  consult  an 

ATTORNEY,  ACCOUNTANT  OR  ACTUARY  WHEN  CONSIDERING  CONTRACTING  WITH  ALTERNATIVE  DELIVERY  SYSTEMS. 

The  isms  Office  of  Contractual  Services  presents  "The  Informed  Physician”  as  an  educational 

TOOL  DESIGNED  TO  ILLUSTRATE,  THROUGH  REAL-LIFE  SITUATIONS,  THE  SIGNIFICANT  LEGAL  AND  ECONOMIC  ISSUES 
WHICH  FREQUENTLY  ACCOMPANY  CONTRACTS  FOR  THE  DELIVERY  OF  HEALTH  CARE,  AMD  TO  ALERT  PHYSICIANS  OF 
WAYS  IN  WHICH  CONTRACTS  MAY  AFFECT  THE  PRACTICE  OF  MEDICINE. 


Will  You 

and  Your  Contract 
Meet  in  Court? 


ByJudee  Gallagher,  J.D.,  and  SaulJ.  Morse,  J.D., 
Chicago  and  Springeield 


In  a medium-sized  midwestern 
town,  a trial  court  considers  the 
malpractice  liability  of  two  defen- 
dants, a general  practitioner  and  an 
HMO.  It  is  alleged  that  in  August  of 
1985,  the  plaintiff  first  informed 
her  physician  of  bright  red  vaginal 
bleeding  accompanied  by  mucous 
discharge.  Symptoms  continued 
until  June  of  1986,  when  the  plain- 
tiff went  to  the  emergency  room  of 
the  local  community  hospital.  There 
she  was  admitted  with  a diagnosis  of 
metastatic  cervical  cancer. 

The  plaintiff  claims  that  the 
defendants  are  jointly  liable  for  the 
physician’s  failure  to  make  a 
prompt  specialty  referral  and  to 
properly  perform  diagnostic  tests, 
including  a PAP  smear.  The  allega- 
tions state  that  during  the  interven- 
ing 10  months,  the  plaintiff  saw  her 
physician  six  times  and  explained 
her  symptoms.  The  physician  per- 
formed a vaginal  exam  once  and 
prescribed  antibiotics.  The  plaintiff 


twice  specihcally  requested  a refer- 
ral to  her  gynecologist  and  was 
refused. 

Similar  malpractice  cases  where 
the  HMO  and  the  primary  care 
physician  are  alleged  to  be  Jointly 
liable  for  the  physician’s  failure  to 
properly  conduct  diagnostic  testing 
and  promptly  refer  for  specialty 
care  are  pending  in  Illinois  and 
across  the  nation.  This  case  is  of 
particular  interest  to  health  care 
attorneys.  Physicians  may  find  it  to 
be  an  instructive  illustration  of  how 
and  why  a physician’s  contract  can 
become  part  of  a malpractice  law- 
suit. The  argument  is  that  two  com- 
mon provisions  in  HMO/physician 
contracts  were  factors  causing  the 
defendants’  negligence.  The  focus 
is  on  the  lynchpins  of  cost  contain- 
ment; utilization  control  and  com- 
pensation methods. 

In  this  example,  plaintiff  attor- 
neys reasoned  that  prior  authoriza- 
tion and  restricted  referral  require- 


ments of  the  contract,  combined 
with  the  method  of  compensation, 
constituted  an  unethical  medical 
practice  and  amounted  to  a viola- 
tion of  the  state  HMO  Act.  That  law 
obligates  the  HMO  to  provide 
needed  services  regardless  of 
extent,  frequency,  or  nature. 

The  contract  in  this  case  was  a 
“gatekeeper”  model.  The  primary 
care  physician  controlled  referrals 
to  specialists,  subject  to  contractual 
restrictions  which  included  prior 
authorization  and  other  limitations. 
Physicians  were  paid  a capitation 
fee  (a  fixed  amount  per  enrollee  per 
month  regardless  of  utilization). 
Any  monies  remaining  in  a fund 
designated  to  pay  for  referrals,  lab 
work,  diagnostic  tests,  and  hospital- 
ization were  split  by  the  physicians 
and  the  HMO.  It  was  argued  that 
the  contractual  relationship  pro- 
duced a disincentive  to  refer  and 
order  diagnostic  tests.  The  contract 
was  said  to  have  “chilled,  inhibited 
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HMO 

PPO 

IPA 

Before 

you 

sign, 

negotiat( 


you 

negotiat( 

review 


The  ISMS  Office  of  Contractual  Services  reviews  HMO,  PPO  and  IPA  contracts 
for  members.  The  cost  is  $100  per  review. 

Reviews  do  not  constitute  legal  advice.  They  provide  a working  document  which 
highlights  key  issues,  such  as  malpractice  coverage,  reimbursement  concerns 
and  practice  limitations. 

For  further  information  contact: 

ISMS  Office  of  Contractual  Services 
Twenty  North  Michigan  Ave.,  Suite  #700 
Chicago,  Illinois  60602 

(312)  782-1654  or  (800)  782-ISMS 


and  thwarted”  the  accepted  stan- 
dards of  medical  practice,  imposing 
an  impermissible  interference  in 
the  physician/patient  relationship. 

Regardless  of  the  merits  of  the 
plaintiffs  arguments  or  the  truth  of 
her  allegations,  a physician’s  con- 
tract for  the  delivery  of  health  ser- 
vices has  become  pertinent  in  a 
malpractice  lawsuit.  Contractual 
cost  containment  mechanisms  such 
as  utilization  review  and  various 
compensation  methods  were  likely 
to  be  scrutinized. 

Other  Arenas  for  Scrutiny 

The  malpractice  case  is  not  the 
only  setting  in  which  a physician’s 
contract  will  be  examined.  Just  as 
patients  sue  HMOs  for  failure  to 
pay  hospital  bills,  disputes  between 
HMOs  and  physicians  regarding 
return  of  monies  from,  or  charges 
made  against,  the  physicians’  with- 
held accounts  may  spark  legal 
action  or  bring  the  parties  to  bind- 
ing arbitration. 

Contract  termination  also  engen- 
ders litigation.  Most  contracts  auto- 
matically renew  unless  specific 
advance  notice  of  termination  is 
given.  But  most  contracts  also  per- 
mit termination  if  the  physician’s 
utilization  rate  or  adherence  to  uti- 
lization review  mandates  is  unsatis- 
factory in  the  eyes  of  the  HMO. 
Notice  dates  can  easily  be  over- 
looked and  breach  of  contract  suits 
involving  utilization  may  be  the 
most  troublesome  type  of  breach  of 
contract  claim. 

To  reduce  the  chances  that  your 
contract  will  be  scrutinized  by  the 
courts  or  an  arbitrator,  you  must 
review  it  thoroughly.  Before  you 
sign  or  negotiate  a contract,  you  or 
your  personal  attorney  or  financial 
advisor  should  understand  the  legal 
and  financial  implications  of  every 
provision  as  completely  as  the 
HMO,  PPO  or  IPA  attorney  who 
wrote  it.  Think  of  the  original  con- 
tract as  a draft  for  discussion  and 
negotiation,  not  a final  document. 
Remember:  all  terms  are  negotia- 
ble, not  only  price.  Can  you  fulfill 
your  contractual  obligations  with- 
out compromising  your  primary 
role  as  the  patient’s  advocate? 
Define  your  “bottom  line.”  What 
provisions  are  unacceptable? 
Where  can  you  compromise?  What 
counterproposals  will  eliminate 


your  reservations  about  the  con- 
tract and  also  be  acceptable  to  the 
HMO?  In  other  words,  what  are 
your  conclusions  after  reviewing 
the  contract? 

Comprehensive  review  centers 
on  clarity,  logic  and  liability. 

Clarity:  Are  special  terms  defined 
concisely? 

If  not,  it’s  likely  that  the  specific 
obligations  of  the  contract  will  be 
confusing  and  ambiguous.  For 
example,  if  covered  services  are 
defined  in  terms  of  a purchaser 
agreement  which  is  not  attached  to 
the  contract,  you  do  not  know  what 
services  are  covered  for  the  pur- 
poses of  payment  and  utilization 
review.  How  can  you  evaluate  the 
financial  impact  of  the  contract  and 
the  extent  of  required  utilization 
review? 

Logic:  Does  the  contract  make 
sense  as  a whole? 

This  question  was  much  easier  to 
answer  a few  years  ago,  when  the 
typical  PPO  contract  was  five  pages 
at  most  and  the  typical  HMO  con- 
tract was  10  pages  or  less.  Today  it 
is  not  unusual  for  an  HMO,  PPO  or 
“hybrid”  contract  to  be  25  to  40 
pages.  Consider  this  contract, 
which  might  be  fairly  typical: 

Page  3 — “Physician  shall  perform 
covered  services  in  accordance  with 
the  standards  of  medical  proce- 
dures applicable  to  physician’s  oth- 
er patients.” 

Page  7 — “Physician  is  responsible 
for  maintaining  the  physician/ 
patient  relationship  and  HMO  shall 
not  interfere  in  the  physician/ 
patient  relationship.” 

Page  18 — “Physician  is  solely 
responsible  for  the  quality  of  ser- 
vices rendered  and  shall  not  deny 
covered  services  because  of  the 
source  of  payment.” 

These  terms  present  no  problems 
in  and  of  themselves,  but  they  are 
often  accompanied  by  obligations 
such  as  these,  which  appear  to  limit 
the  physician’s  clinical  decision 
making: 

Page  33 — “Physician  shall  be 
bound  by  all  utilization  review  deci- 
sions, policies  and  procedures.  Fail- 
ure to  comply  may  result  in  contract 
termination  and  financial  sanction 
and  reduced  reimbursement.”  (The 


clinical  criteria  used  by  the  review- 
ers are  not  stated  in  the  contract). 
Page  35 — (Attachment  A)  “Physi- 
cian is  bound  by  HMO’s  utilization 
review  decisions  and  takes  responsi- 
bility for  the  HMO  contract  terms 
regarding  preadmission  review  and 
other  measures  designed  to  achieve 
more  cost-effective  care.”  (Should 
the  physician  be  responsible  for  the 
HMO’s  cost  containment  pro- 
gram?) 

Consider  the  design  of  this  com- 
pensation arrangement,  given  that 
the  various  components  may  well  be 
scattered  helter-skelter  throughout 
a 30  page  document.  The  primary 
care  physician  is  paid  on  a capita- 
tion basis.  Twenty  percent  of  capita- 
tion is  withheld  in  a risk  pool  to  be 
used  if  the  referral  and  hospital 
funds  are  exhausted.  Because  actu- 
arial assumptions  are  unstated,  it’s 
not  possible  to  determine  whether 
specialty  care  and  hospitalization 
have  been  adequately  funded.  The 
capitation  table  amount  is  not  use- 
ful because  it  doesn’t  show  what 
services  are  covered  under  any  par- 
ticular plan.  The  primary  care  phy- 
sician can  choose  to  provide  “spe- 
cialty services”  on  a capitated  basis, 
but  there  is  no  way  of  knowing  how 
the  stated  capitation  amount  or  the 
funding  of  the  specialty  fund  will  be 
affected  if  physicians  choose  to  do 
this.  The  HMO  can  change  the  cap- 
itation amount  depending  on  “ac- 
tuarial success”  or  other  “relevant 
factors,”  none  which  are  defined. 
Prior  notice  to  and  the  consent  of 
the  physician  are  not  required. 

It  is  unclear  whether  capitation 
changes  automatically  occur  as  pre- 
miums are  increased.  Additional 
services  may  be  added  without  phy- 
sician notice  or  approval  and  with- 
out capitation  adjustments.  Only 
the  physician  is  at  risk  for  capitated 
physician  services.  The  limit  of  the 
amount  of  stop/loss  coverage  is  not 
stated,  nor  is  the  method  of  calcula- 
tion used  to  reach  the  threshold 
amount. 

It  takes  expertise  (and  sometimes 
a good  deal  of  time)  to  cull  payment 
schemes  and  “standard  of  care” 
issues  from  a long,  complex  con- 
tract. And  along  with  the  ascent  of 
the  “thick”  contract,  the  introduc- 
tion of  contracts  which  combine 
features  of  HMO,  PPO  and  indem- 
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nity  plans  adds  to  the  intricacy  of 
the  review  process.  A working 
knowledge  of  the  idiosyncracies  and 
issues  created  by  hybrid  systems  is 
needed.  Contracts  which  allow  the 
corporate  entity  to  add  a “product 
line”  not  yet  in  existence  when  the 
physician  becomes  a party  to  the 
contract  also  presents  special 
issues. 

Liability:  What  is  the  impact  on 
your  insurance  coverage? 

No  contract  review  is  complete 
without  an  exhaustive  examination 
of  its  impact  on  the  physician’s 
insurance  coverage.  Does  the  con- 
tract require  you  to  indemnify  and 
hold  harmless  the  HMO,  PPO  or 
IPA  against  liability?  Did  you  know 
that  your  malpractice  insurance 
may  not  cover  this  exposure?  Are 
you  required  to  participate  in  activ- 
ities not  covered  by  your  malprac- 
tice insurance?  Does  the  contract 
require  that  your  malpractice  com- 
pany notify  the  HMO  or  PPO  of 
cancellation,  nonrenewal  or  a mate- 
rial change  in  coverage?  Will  your 
company  provide  this  notihcation? 
Is  your  contractor  required  to  carry 
professional  liability  insurance? 
Does  their  coverage  include  physi- 
cian participation  on  utilization  and 
quality  control  committees  estab- 
lished by  the  contractor? 

Because  you’re  an  informed  phy- 
sician who  recognizes  the  complex 
issues  involved  in  contracts  for  the 
delivery  of  medical  care,  your  hrst 
step  is  to  send  the  contract  offered 
you  or  your  IPA  to  the  ISMS  Office 
of  Contractual  Services.  As  a rnem- 
bers-only  service,  the  office  will  pro- 
vide you  objective  comments  on  any 


HMO,  PPO  or  IPA  contract  for  the 
nominal  fee  of  $100.  Contract 
reviews  highlight  “standard  of 
care,”  compensation  and  insurance 
issues.  They  pinpoint  ambiguous 
language  and  inconsistent  or  con- 
tradictory provisions. 

The  review  is  a basic  tool  to  help 
understand  the  contract.  It’s  a good 
hrst  step,  but  never  a substitute  for 
careful  reading  of  the  contract 
itself.  It’s  not  legal  advice  and  the 
office  cannot  recommend  that  any 
contract  is  good  or  bad  and  should 
or  shouldn’t  be  signed.  Each  physi- 
cian (or  physician’s  corporation  or 
partnership)  must  make  that  deci- 
sion. The  informed  physician’s  per- 
sonal attorney  and  accountant  must 
be  consulted  before  decisions  are 
made. 

Your  attorney  has  undoubtedly 
explained  that  when  you  are  consid- 
ering an  Individual  Participation 
Agreement  with  an  HMO,  PPO  or 
IPA  you  may  not  band  together 
with  other  physicians  to  negotiate 
the  contract  collectively,  because 
that  violates  antitrust  laws.  You  can, 
however,  individually  negotiate 
your  own  contract  by  yourself  or 
with  your  personal  attorney  or 
hnancial  advisor.  i 

SaulJ.  Mor.se,  J.l).,  is  tlic  principal  of  .Saul  |. 
Morse  & Associates,  Ltd.,  a Springfield  law 
tirni  concentrating  in  governmental,  health 
and  administrative  law.  Mr.  Morse  has  been 
legislative  counsel  to  the  Illinois  State  Medi- 
cal Society  since  1977,  and  has  served  as 
minority  legal  counsel  to  the  Illinois  Senate 
and  a trial  attorney  before  the  U.S.  Com- 
merce Commission. 

judee  Gallagher,  J.l).,  is  a Chicago  private 
practice  attorney  retained  by  tlie  ISMS 
Ofhee  of  (Contractual  Services  since  198.5. 


LIBRIUM® 

chlordiazepoxide  HCI/Roche  (W 
S-tng,  10-mg.  25-mg  capsules 
Before  prescribing,  please  consult  complete 
product  Information,  a summary  of  which  follows: 
Indications:  Management  of  anxiety  disorders: 
short-term  relief  ot  anxiety  symptoms,  acute  alcohol 
withdrawal  symptoms,  preoperative  apprehension 
and  anxiety.  Usually  not  required  for  anxiety  or 
tension  associated  with  stress  of  everyday  life.  Effi- 
cacy beyond  four  months  not  established  by 
systematic  clinical  studies.  Periodic  reassessment  of 
therapy  recommended. 

Contraindications:  Known  hypersensitivity  to  the 
drug. 

Warnings:  Warn  patients  that  mental  and/or 
physical  abilities  required  for  tasks  such  as  driving  or 
operating  machinery  may  be  impaired,  as  may  be 
mental  alertness  in  children,  and  that  concomitant 
use  with  alcohol  or  CNS  depressants  may  hove  an 
additive  effect  Though  physical  and  psychological 
dependence  hove  rarely  been  reported  on 
recommended  doses,  use  caution  in  administering 
to  addiction-prone  individuals  or  those  who  might 
increase  dosage.  Withdrawal  symptoms  (including 
convulsions)  reported  after  abrupt  cessation  of 
extended  use  of  excessive  doses  are  similar  to  those 
seen  with  barbiturates.  Milder  symptoms  reported 
infrequently  when  continuous  therapy  is  abruptly 
ended  Avoid  abrupt  discontinuation:  gradually 
taper  dosage 

Usage  in  Pregnancy:  Use  ot  minor 
tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided 
because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several 
studies.  Consider  possibility  of  pregnancy 
when  irrstituting  therapy;  advise  patients 
to  discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

Precautions:  In  the  elderly  and  debilitated,  and  in 
children  over  six  limit  to  smallest  effective  dosage 
(initially  10  mg  or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as  needed  and 
tolerated.  Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if  combina- 
tion fherapy  with  other  psychotropics  seems 
indicated,  carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothiazines. 
Observe  usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function.  Paradoxical  reactions 
(e.g„  excitement,  stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children  Employ  usual 
precautions  in  treatment  ot  anxiety  states  with  evi- 
dence of  impending  depression,  suicidal  tenden- 
cies may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood  coagulation 
have  been  reported  very  rarely  in  patients 
receiving  the  drug  and  oral  anticoagulants;  causal 
relationship  has  not  been  established  clinically.  Due 
to  isolated  reports  of  exacerbation,  use  with  caution 
in  patients  with  porphyria 
Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  fhe  elderly  and 
debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasion- 
ally observed  at  the  lower  dosage  ranges.  In  a few 
instances  syncope  has  been  reported.  Also 
encountered  are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased 
and  decreased  libido-all  infrequent  and  generally 
controlled  with  dosage  reduction;  changes  in  EEG 
patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment,  blood  dyscrosias 
(including  agranulocytosis),  jaundice  and  hepatic 
dystunction  have  been  reported  occasionally, 
making  periodic  blood  counts  and  liver  function 
tests  advisabie  during  protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for  maximum 
beneficial  effects.  Oral  - Adults:  Mild  and  moderate 
anxiety  disorders  and  symptoms,  5 or  10  mg  f./.d  or 
q i d.:  severe  states,  20  or  25  mg  f.r.d,  or  q./  d 
Geriatric  patients  5 mg  b i d.  to  q./.d.  (See 
Precautions.) 

Supplied:  Librium®  (chlordiazepoxide  HCI/Roche) 
Capsules.  5 mg,  10  mg  and  25  mg  -bottles  of  100 
and  500;  Tel-E-Dose®  packages  of  100,  available  in 
boxes  of  4 reverse-numbered  cards  of  25,  and  in 
boxes  containing  10  strips  of  10  Librifobs® 
(chlordiazepoxide/Roche)  Tablets.  5 mg  and  10  mg 
bottles  of  100  and  500;  25  mg  boftles  of  100.  Wifh 
respect  to  clinical  activity,  capsules  and  tablets  are 
indistinguishable 
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Please  see  adjacent  page  for  summary  of  product  information. 


Before  prescribing,  see  complete  prescribing 
Information  In  SKSF  LAB  CO.  literature  or  PDR. 
The  following  Is  a brief  summary. 
Contraindications;  There  are  no  known  contraindi- 
cations to  the  use  of  Tagamet 
Precautions:  While  a weak  antlandrogenic  effect 
has  been  demonstrated  In  animals,  Tagamet'  has 
been  shown  to  have  no  effect  on  spermatogenesis, 
sperm  count,  motility,  morphology  or  in  vitro  fertiliz- 
ing capacity  In  humans. 

In  a 24-month  toxicity  study  In  rats  at  dose  levels  ap- 
proximately 9 to  56  times  the  recommended  human 
dose,  benign  Leydig  cell  tumors  were  seen.  These 
were  common  In  both  the  treated  and  control 
groups,  and  the  Incidence  became  significantly 
higher  only  In  the  aged  rats  receiving  Tagamet '. 

Pare  Instances  of  cardiac  arrhythmias  and  hypoten- 
sion have  been  reported  following  the  rapid  admin- 
istration of  Tagamet'  HCI  Ibrand  of  cimetidine  hy- 
drochloride/ Injection  by  Intravenous  bolus. 
Symptomatic  response  to  Tagamet'  therapy  does 
not  preclude  the  presence  of  a gastric  malignancy. 
There  have  been  rare  reports  of  transient  healing  of 
gastric  ulcers  despite  subsequently  documented  ma- 
lignancy. 

Reversible  confuslonal  states  have  been  reported  on 
occasion,  predominantly  In  severely  III  patients. 
Tagamet'  has  been  reported  to  reduce  the  hepatic 
metabolism  of  warfarin-type  anticoagulants,  pheny- 
toin,  propranolol,  chlordlazepoxide,  diazepam,  lldo- 
calne,  theophylline  and  metronidazole.  Clinically  sig- 
nificant effects  have  been  reported  with  the 
warfarin  anticoagulants;  therefore,  close  monitor- 
ing of  prothrombin  time  Is  recommended,  and  ad- 
justment of  the  anticoagulant  dose  may  be  neces- 
sary when  Tagamet'  Is  administered  concomitantly. 
Interaction  with  phenytoln,  lidocaine  and  theophyl- 
line has  also  been  reported  to  produce  adverse  clini- 
cal effects. 

However,  a crossover  study  In  healthy  subjects  re- 
ceiving either  'Tagamet'  300  mg.  q.i.d.  or  800  mg. 
h.s.  concomitantly  with  a 300  mg.  b.I.d.  dosage  of 
theophylline  /Theo-Dur'*,  Key  Pharmaceuticals,  Inc./, 


demonstrated  less  alteration  In  steady-state  theo- 
phylline peak  serum  levels  with  the  800  mg.  h.s.  regi- 
men, particularly  In  subjects  aged  54  years  and  older. 
Data  beyond  ten  days  are  not  available.  (Note:  AH 
patients  receiving  theophylline  should  be  monitored 
appropriately,  regardless  of  concomitant  drug  ther- 
apy/ 

Lack  of  experience  to  date  precludes  recommending 
Tagamet'  for  use  In  pregnant  patients,  women  of 
childbearing  potential,  nursing  mothers  or  children 
under  16  unless  anticipated  benefits  outweigh  po- 
tential risks:  generally,  nursing  should  not  be  under- 
taken In  patients  taking  the  drug  since  cimetidine  Is 
secreted  In  human  milk. 

Adverse  Reactions;  Diarrhea,  dizziness,  somno- 
lence, headache,  rash.  Reversible  arthralgia,  myalgia 
and  exacerbation  of  Joint  symptoms  In  patients  with 
preexisting  arthritis  have  been  reported.  Reversible 
confuslonal  states  fe.g.,  mental  confusion,  agitation, 
psychosis,  depression,  anxiety,  hallucinations,  disori- 
entation/, predominantly  In  severely  III  patients, 
have  been  reported.  Gynecomastia  and  reversible 
Impotence  In  patients  with  pathological  hypersecre- 
tory disorders  receiving  Tagamet',  particularly  In 
high  doses,  for  at  least  12  months,  have  been  re- 
ported, Reversible  alopecia  has  been  reported  very 
rarely.  Decreased  white  blood  cell  counts  in 
Tagamet -treated  patients  (approximately  1 per 
100,000  patients/,  including  agranulocytosis  /ap- 
proximately 3 per  million  patients/,  have  been  re- 
ported, Including  a few  reports  of  recurrence  on  re- 
challenge. Most  of  these  reports  were  in  patients 
who  had  serious  concomitant  illnesses  and  received 
drugs  and/or  treatment  known  to  produce  neutrope- 
nia. Thrombocytopenia  /approximately  3 per  million 
patients/  and  a few  cases  of  aplastic  anemia  have 
also  been  reported.  Increased  serum  transaminase 
and  creatinine,  as  well  as  rare  cases  of  fever.  Intersti- 
tial nephritis,  urinary  retention,  pancreatitis  and  al- 
lergic reactions.  Including  hypersensitivity  vascu- 
litis, have  been  reported.  Reversible  adverse  hepatic 
effects,  cholestatic  or  mixed  cholestatic- 
hepatocellular  In  nature,  have  been  reported  rarely. 
8ecause  of  the  predominance  of  cholestatic  features, 
severe  parenchymal  injury  is  considered  highly  un- 


likely. A single  case  of  biopsy-proven  periportal 
hepatic  fibrosis  in  a patient  receiving  Tagamet  has 
been  reported. 

How  Supplied;  Tablets;  200  mg.  tablets  in  bottles 
of  WO:  300  mg.  tablets  In  bottles  of  100  and  Single 
Unit  Packages  of  WO  /Intended  for  Institutional  use 
only/:  400  mg.  tablets  in  bottles  of  60  and  Single 
Unit  Packages  of  100  /intended  for  institutional  use 
only/,  and  800  mg.  Tiltab^  tablets  in  bottles  of  30 
and  Single  Unit  Packages  of  WO  /intended  for  insti- 
tutional'use  only/. 

Liquid:  300  mg./5  ml..  In  8 fl.  oz.  /237  ml./  amber 
glass  bottles  and  in  single-dose  units  /300  mg. 15  ml./, 
in  packages  of  10  /Intended  for  Institutional  use 
only/. 

Injection; 

Vials:  300  mg. 12  ml.  in  single-dose  vials,  in  packages 
of  W and  30,  and  in  8 ml.  multiple-dose  vials,  in 
packages  of  1 0 and  25. 

Prefilled  Syringes;  300  mg. 12  ml.  In  single-dose  pre- 
filled  disposable  syringes. 

Plastic  Containers;  300  mg.  In  50  ml.  of  0.9%  So- 
dium Chloride  in  single-dose  plastic  containers.  In 
packages  of  4 units.  No  preservative  has  been 
added. 

ADD-Vantage^*  Vials;  300  mg. /2  ml.  in  single-dose 
ADD-Vantaget'Vials,  in  packages  of  25. 

Exposure  of  the  premixed  product  to  excessive  heat 
should  be  avoided.  It  Is  recommended  the  product  be 
stored  at  controlled  room  temperature.  Brief  expo- 
sure up  to  40°C  does  not  adversely  affect  the  pre- 
mixed product. 

Tagamet ' HCI  /brand  of  cimetidine  hydrochloride/  In- 
jection premixed  in  single-dose  plastic  containers  Is 
manufactured  for  SK&F  Lab  Co.  by  Travenol  Labora- 
tories, Inc.,  Deerfield,  IL  60015. 

* ADD-Vantage’^  is  a trademark  of  Abbott  Laboratories. 
BRS-TC:L73B  Date  o! issuance  Apr.  1987 

SK&F  LAB  CO. 

Cidra,  P.R.  00639 
©SK&F Lab  Co.,  1988 
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SPECIAL  ARTICLE 


The  ISMS  Contract  Review  Service 

Guiding  Physicians 
through  the  Maze 
of  Options 

The  Illinois  State  Medical  Society  Contract  Review  Service  is  designed 
to  enable  physicians  to  make  knowledgeable  decisions  regarding 
proposed  contracts  with  alternative  delivery  systems.  The  monthly  IMJ 
"Informed  Physician"  column  is  a part  of  that  effort.  The  cornerstone  of 
the  program — available  to  members  only — is  expert  review  of  proposed 
contracts. 


1957:  Dr.  Joseph  Smith,  Sr.,  has 
received  his  M.D.  degree  and  fin- 
ished a residency  in  internal  medi- 
cine. He’s  rented  office  space,  hung 
out  his  shingle  in  suburban  Chica- 
go, and  put  his  medical  degree  and 
license  on  the  waiting  room  wall. 
He’s  moved  into  an  area  that’s 
beginning  to  boom,  where  physi- 
cians are  needed  to  take  on  the 
growing  patient  population.  Dr. 
Smith’s  prospects  look  bright  for  a 
prosperous  and  fulfilling  medical 
practice  and  for  economic  security 
in  the  years  ahead. 

The  billing  for  patients  he  treats? 
It’s  simple.  His  office  assistants  just 
complete  the  form  handed  to  them 
by  patients.  Once  it’s  been  mailed 
to  the  insurance  company.  Dr. 
Smith  can  expect  adequate  reim- 
bursement in  Just  a few  weeks.  And 
for  those  who  cannot  afford  Dr. 
Smith’s  charges,  he  works  out  a 
reduced  fee  that  they  can  handle. 
He  sometimes  provides  care  for 
nothing  at  all,  and  feels  good  about 
being  able  to  help  those  in  financial 
trouble. 

1987:  Dr.  Joseph  Smith,  Jr.,  is  a 
young  physician  studying  his  op- 
tions for  medical  practice.  With  stu- 
dent loans  of  $50,000  and  no  capi- 
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tal  to  start  up  a private  practice,  he 
chose  to  join  a multi-specialty 
group  of  several  young  doctors. 
Patients  are  a bit  sparse,  due  to  the 
large  number  of  physicians  practic- 
ing in  the  immediate  vicinity.  The 
medical  malpractice  bill  paid  by  the 
group  is  very  high — almost  half  a 
million  dollars  annually. 

In  the  area,  several  employers 
and  insurance  companies  have  set 
up  PPOs.  An  independent  HMO 
has  also  moved  into  town,  soliciting 


employees  of  several  local  busi- 
nesses. 

Dr.  Smith  and  his  partners  face 
hard  economic  decisions.  Can  they 
maintain  their  patient  base  without 
participating  in  the  various  PPO 
and  HMO  arrangements?  That 
looks  doubtful.  But  more  impor- 
tantly, what  do  the  proposed  con- 
tracts actually  mean  for  their  every- 
day practice  of  medicine?  How  will 
the  contracts  affect  the  financial 
status  and  the  clinical  indepen- 
dence of  Dr.  Smith  and  his  part- 
ners? Regardless  of  the  contract, 
ethical  and  legal  responsibility  for 
the  exercise  of  good  medical  judg- 
ment remains  with  him  and  his  part- 
ners. But  how  can  he  assure  that  the 
decision-making  roles  assumed  by 
HMOs,  PPOs  and  IPAs  do  not  com- 
promise the  delivery  of  good  quality 
medicine?  Will  the  “capitation” 
provide  sufficient  monies  to  cover 
the  actual  cost  of  medical  services 
and  overhead?  How  will  the  con- 
tract affect  medical  malpractice  lia- 
bility? And  just  what  administrative 
machinations  will  the  group  be 
forced  to  endure  when  requesting 
referrals  or  specialized  treatment 
for  patients? 

“This  sure  isn’t  the  medicine  my 
father  described,”  thought  Dr. 
Smith,  Jr.,  as  he  reviewed  the  con- 
tract options  before  him. 

Modern  Practice:  Tough  Choices 

Times  have  drastically  changed 
for  practicing  physicians  in  Illinois 
and  throughout  our  nation.  No 
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longer  is  medicine  merely  a highly- 
regarded  profession.  It  is  also  a 
business  requiring  adroit  financial 
management. 

The  business  side  of  medicine 
also  holds  important  implications 
for  the  health  of  patients.  New  rules 
by  HMOs,  PPOs,  IPAs  and  other 
complex  health  care  financing 
arrangements  can  set  up  barriers  to 
patient  care.  By  making  physicians 
the  “gatekeepers,”  some  systems 
impose  a heavy  burden.  Required 
prior  authorization  for  physician 
services,  diagnostic  tests,  lab  work, 
and  hospitalization,  along  with 
restricted  referrals  to  specialists 
and  other  mandates  are  often  effec- 
tive dollar-savers  for  health  care 


payors.  But  they  can  be  danger 
traps  for  physicians  and  patients 
ignorant  of  contract  language — 
and  of  what  it  actually  means  to  the 
daily  practice  of  medicine. 

That  is  the  reason  that  your  state 
medical  society  established  an 
Office  of  Contractual  Services  two 
years  ago.  ISMS  had  received  a 
steadily  growing  number  of  calls 
about  what  certain  contract  “legal- 
ese”  really  meant,  how  it  could  be 
changed  to  better  mesh  with  the 
practicalities  of  treating  patients, 
and  whether  newly-sprouting  PPOs, 
HMOs  and  IPAs  could  virtually  dic- 
tate a contract’s  terms  and  condi- 
tions to  prospective  physician  mem- 
bers. 


Since  its  genesis  over  two  years 
ago,  the  Office  has  handled  well 
over  1,000  requests  for  contract 
reviews  from  our  17,000  members. 
We  believe  we  have  reviewed  every 
different  type  of  contract  offered  in 
the  state.  While  ISMS  cannot  pro- 
vide specific  legal  advice,  or  recom- 
mend whether  or  not  a doctor 
should  sign  a particular  contract, 
we  are  able  to  provide  a road  map 
for  understanding  the  complex 
legal  and  economic  clauses  which 
may  bode  trouble  in  your  practice. 
That’s  what  ISMS’  Office  of  Con- 
tractual Services  is  all  about:  guide- 
posts  through  the  maze  of 
options. 

The  future  prognosis:  contracts 


Common  Issues  Which  Detour  Physicians 


The  utilization  review  program 
of  a PPO  requires  mandatory 
second  opinions,  prior  authori- 
zation, concurrent  review,  length 
of  stay  assignment,  discharge 
planning,  and  retrospective  re- 
view. Query: 

■ If  the  physician  com- 
plies with  the  utilization 
review  process  during 
the  patient’s  course  of 
treatment,  is  there  any 
guarantee  that  payment 
of  the  physician’s  fees 
will  not  be  denied  during 

retrospective  review? 

* * 

A contract  offered  the  ABC  Mul- 
ti-Specialty Group  states  that  the 
HMO  will  make  prompt  payment 
after  receipt  of  properly  com- 
pleted claims  forms.  After  the 
HMO  and  the  negotiating  com- 
mittee for  the  group  agree  on  a 
definition  of  a “properly”  com- 
pleted claim  form,  the  committee 
asks  what  is  meant  by  “prompt” 
payment.  The  HMO  representa- 
tive tells  the  group  that  the 
HMO  has  an  excellent  reputa- 


tion for  payment  within  30  days. 
Query: 

■ How  does  the  HMO 
define  “prompt  pay- 
ment” and  “proper 
completion?” 

Because  the  written  contract  is 
intended  to  represent  the  com- 
plete and  final  agreements  of  the 
parties,  any  other  agreement, 
oral  or  written,  that  is  made  dur- 
ing negotiations  and  is  not  made 
a part  of  the  contract,  is  general- 
ly not  binding.  It  is  an  important 
and  good  business  practice  to 
have  the  clarification  of  vague 
and  ambiguous  terms  written 

into  the  contract. 

* * * 

Two  PPO  contracts  await  a 
young  physician’s  review.  Con- 
tract A states:  “PPO  shall  pay 
physician  . . . .”  Contract  B 
reads:  “PPO  shall  arrange  for 
physician  to  be  compensated  by 
payor  . . . .”  Query: 

■ In  Contract  B,  the  PPO 
has  no  responsibility  for 
paying  the  physician. 
Does  Contract  B obli- 


gate the  PPO  to  include 
in  its  PPO/payor  con- 
tracts a provision  that 
requires  the  payor  to 
directly  pay  the  physi- 
cian? 

■ Is  the  physician  re- 
quired to  continue  to 
provide  services  if  the 
PPO  (Contract  A)  or 
payor  (Contract  B)  fails 
to  make  payments  as 

they  become  due? 

* 

According  to  the  contract  of- 
fered to  the  IPA,  the  IPA  must 
provide  or  arrange  for  the  provi- 
sion of  covered  services  to  all 
eligible  subscribers.  Query: 

■ Is  the  plan  required  to 
provide  the  IPA  with 
current  eligibility  infor- 
mation and  prompt  eli- 
gibility verification? 

■ Is  the  plan  obligated  to 

pay  for  services  ren- 
dered to  patients  identi- 
fied as  eligible  and  dis- 
covered later  to  have 
been  ineligible?  i 
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More  Detours 


A young  physician  is  considering 
contracts  from  two  HMOs  and  is 
favoring  Contract  A over  B 
because  the  capitation  rates  in 
Contract  A arc  higher.  Query: 

■ Is  the  cost  of  stop/loss 
insurance  deducted 
from  the  capitation  fee 
under  both  contracts? 

■ Does  Contract  A re- 
quire the  physician  to 
provide  more  expensive 
services? 

■ Is  the  same  percentage 
of  the  capitation  with- 
held under  both  con- 
tracts and  distributed  to 
the  physician  under  sim- 
ilar circumstances? 


will  continue  to  become  more  and 
more  complex,  with  more  and  more 
issues  that  require  clarification. 
Over  the  last  two  years,  ISMS’ 
Office  of  Contractual  Services  has 
seen  many  five  and  ten  page  con- 
tracts blossom  into  25  and  40  page 
tomes.  Physicians  must  be  cautious, 
because  new  language,  embodying 
new  cost  containment  ideas  and  cre- 
ating new  kinds  of  liability  expo- 
sure, crop  up  every  day  in  health 
care  contracts.  That  language  may 
conflict  with  a doctor’s  primary  and 
ultimate  responsibility  to  be  the 
patient’s  advocate.  Contract  lan- 
guage can  also  have  serious  implica- 
tions for  a doctor’s  medical  mal- 
practice and  other  liability  (Editor’s 
Note;  see  “The  Informed  Physi- 
cian,” page  13). 


■ Is  interest  paid  on  both 

the  withheld  amounts? 

* * ^ 

An  I PA  is  considering  the  termi- 
nation provisions  under  a capita- 
tion contract.  The  contract  pro- 
vides that  the  IPA  must  continue 
to  provide  services  to  current 
enrollees  after  contract  termina- 
tion either  for  an  additional  12 
months  or  until  the  plan  is  termi- 
nated, whichever  occurs  first. 
The  IPA  is  examining  various 
payment  options  for  care  ren- 
dered during  this  “extension 
period.”  Qiiery: 

■ How  many  enrollees 
have  chosen  the  IPA  as 
their  physician  provid- 


Because  the  ISMS  Office  of  Con- 
tractual Services  is  a well-used,  tan- 
gible service  for  our  members, 
ISMS  is  working  hard  to  keep  it 
available  for  you.  But  a greater 
share  of  its  cost  must  be  borne  by 
those  who  use  the  service.  There- 
fore, at  the  beginning  of  1988,  a 
$100  nominal  charge  per  contract 
review  will  be  instituted.  ISMS  sin- 
cerely hopes  that  this  cost  will  not 
deter  our  members  from  requesting 
contract  reviews.  They’re  still  a bar- 
gain. The  service  can  save  your  own 
attorney  many  hours  of  costly  legal 
research. 

To  request  a contract  review,  just 
send  the  contract  (and  its  attach- 
ments or  exhibits),  along  with  any 
pertinent  documents  (such  as 
bylaws)  to  ISMS,  Twenty  North 


er? 

■ ’When  do  the  enrollee 
(plan)  contracts  expire? 

■ If  a continuation  of  cap- 
itation payment  is  nego- 
tiated, will  there  be 
enough  enrollees  to  ad- 
equately “spread  the 
risk?” 

B If  a fee  for  service 
arrangement  is  negoti- 
ated, will  it  be  a discoun- 
ted rate  or  the  usual  and 
customary  fee?  Is  pay- 
ment within  a specific 
period  of  time  guaran- 
teed? 


Michigan  Avenue,  Suite  700,  Chica- 
go, Illinois  60602.  Include  a check 
for  $100,  payable  to  ISMS. 

In  return,  you  will  receive  a 
prompt,  easy-to-understand  review 
which  highlights  compensation, 
quality  of  care  and  insurance  issues. 
It  will  pinpoint  ambiguous,  incon- 
sistent or  contradictory  language 
which  may  warrant  clarification  and 
investigation. 

Yes,  medicine  is  rapidly  chang- 
ing. It  is  important  for  physicians  to 
keep  up  with  the  times.  The  ISMS 
Office  of  Contractual  Services  can 
help.  We  can’t  roll  back  the  clock  to 
the  days  of  Joseph  Smith,  Sr.  But  we 
can  help  those  of  you  seeking  a 
reasonable  path  through  the  maze 
of  alternatives.  i 
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SPECIAL  ARTICLE 


Physician 
Responsibility 
in  Hospital  Patient 
Discharge 


This  article  is  presented  to  inform  physicians  about  the  general  nature 
of  their  responsibilities  for  a patient's  discharge  from  the  hospital.  It  is 
not — nor  should  it  be  construed  as — legal  advice.  Physicians  should 
consult  their  own  attorneys  for  any  legal  advice  necessary  to  deal  with 
such  situations. 


Illinois  physicians  must  be  aware 
that  the  treating  physician  bears 
ultimate  responsibility  for  medical 
considerations  upon  which  a pa- 
tient’s hospital  discharge  is  based. 
The  medical  decision  to  discharge  a 
patient  from  a hospital  must  be 
based  on  the  physician’s  sound 
medical  judgment,  and  not  on 
financial  or  cost  containment  con- 
siderations relating  to  reimburse- 
ment by  third  parties. 

This  is  the  lesson  to  be  learned 
from  the  case  of  Wickline  v.  State  of 
California.^  In  this  California  case,  a 
patient  who  had  been  discharged 
from  the  hospital  prior  to  the  time 
the  treating  physician  believed  that 
the  patient  should  have  been  dis- 
charged sued  “Medi-Cal”  (Califor- 
nia’s Medical  Assistance  Program). 
The  patient  asked  for  damages  for 
the  amputation  of  her  leg,  alleging 
that  it  resulted  from  premature  hos- 
pital discharge.  The  patient  had 
entered  the  hospital  for  surgery  on 
her  leg,  based  upon  a diagnosis  that 
the  circulation  was  obstructed.  The 
patient  was  eligible  for  and  received 
medical  benefits  and  hospital  cover- 
age under  the  Medi-Cal  program. 


Following  surgery,  the  patient  con- 
tinued to  experience  difficulty  with 
circulation  in  the  leg.  Follow-up 
surgery  was  done  to  remove  a clot 
that  had  formed  in  the  arterial 
graft.  Several  days  later,  yet  another 
surgical  procedure  was  performed 
in  which  nerves  lying  along  the  spi- 
nal column  were  removed  in  an 
attempt  to  relieve  spasms  occurring 
in  the  leg. 

The  patient  had  been  scheduled 
for  discharge  after  ten  days  in  the 
hospital.  The  treating  physician,  on 
the  final  day  of  the  patient’s 
approved  hospital  stay,  sought  to 
extend  the  hospital  stay  for  an  addi- 
tional eight  days.  The  physician 
believed  that  further  danger  of 
infection  or  clotting  of  the  aorta 
required  the  patient  to  remain 
under  observation  in  the  hospital. 
The  physician  made  the  request  on 
the  proper  form  to  the  Medi-Cal 
office,  but  it  was  reduced  to  four 
days  by  the  Medi-Cal  physician 
supervising  authorizations. 

After  four  days  the  patient  was 
released  from  the  hospital,  but 
eventually  circulation  in  the  leg 
stopped  altogether,  the  leg  became 


seriously  infected,  and  the  patient 
returned  to  the  hospital,  where  the 
leg  was  amputated.  The  patient 
then  filed  suit  against  the  State  of 
California,  alleging  negligence  on 
the  part  of  the  supervisory  person- 
nel in  the  Medi-Cal  program. 

The  essence  of  the  court  decision 
(in  finding  that  the  state  was  not 
liable)  was  that: 

The  physician  who  complies  with- 
out protest  with  the  limitations 
imposed  by  a third  party  payor, 
when  his  medical  judgment  dic- 
tates otherwise,  cannot  avoid  his 
ultimate  responsibility  for  his 
patient’s  care.  He  cannot  point  to 
the  health  care  payor  as  the  liabil- 
ity scapegoat  when  the  conse- 
quences of  his  own  determinative 
medical  decisions  go  sour. 

The  Wickline  case  had  been 
accepted  by  the  California  Supreme 
Court  for  review.'^  The  California 
Supreme  Court  has  withdrawn  that 
acceptance  for  review,  following  the 
change  in  the  composition  of  the 
Court  after  November,  1986.  The 
Appellate  Court’s  decision  stands  as 
final. 

There  are  no  similar  cases  on 
point  in  Illinois,  but  Illinois  case  law 
has  repeatedly  established  that  the 
treating  physician  is  responsible  for 
the  medical  care  of  his  patients.^  As 
in  California,  a physician  who  allows 
the  cost  containment  policies  of  a 
third  party  payor  to  outweigh  his 
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Perhaps  the  proper  analysis  is  that  the  physician 
owes  the  patient  the  duty  to  inform  him  or  her  of 
the  medical  decision,  the  financiai  constraints 
and  the  aiternatives. 


medical  judgment  is  not  likely  to 
escape  responsibility  for  the  re- 
sults. 

AMA  Reviews  Ethics 

Recognizing  that  the  Wickline  sit- 
uation could  become  increasingly 
common,  given  the  growing  pres- 
sure for  cost-consciousness  by  all 
those  in  the  health  care  field,  the 
AMA  Council  on  Ethical  and  Judi- 
cial Affairs  rendered  an  opinion  in 
1986  stating:  “[I]n  a situation 
where  the  economic  interests  of  the 
hospital  are  in  conflict  with  patient 
welfare,  patient  welfare  takes  prior- 
ity.” 

However,  the  physician  who  is 
treating  a patient  covered  by  a third 
party  payor  is  usually  under  an 
affirmative  obligation  to  hold  down 
costs  by  limiting  the  medical  care  to 
that  which  is  medically  necessary. 
For  example.  Section  1156  of  the 
Social  Security  Act^  requires  that 
the  participating  “health  care  prac- 
titioner” assure  that  the  services 
and  items  provided  to  the  patient- 
beneficiary  not  only  be  “of  a quality 
which  meets  professionally  recog- 
nized standards  of  health  care,”  but 
“be  provided  economically”  and 
only  when  “medically  necessary.” 
Further,  as  a logical  extension  of 
these  requirements,  the  participat- 
ing health  care  provider  must  be 
able  to  satisfactorily  document  both 
the  necessity  and  the  quality  of  the 
health  care  rendered.  The  failure  to 
economically  provide  services  (or  be 
able  to  so  document)  may  lead  to 
exclusion  from  the  program  by  a 
peer  review  organization.  Similarly, 
failure  to  deliver  quality  medical 
services  may  not  only  lead  to  exclu- 
sion from  the  program,  but  further 
disciplinary  and  legal  action.  The 
Medicare  Peer  Review  Organiza- 
tion ManuaP  states  that: 

Practitioners  who  discharge  pa- 
tients prematurely  from  the  hospi- 
tal or  who  fail  to  assure  the  provi- 
sion of  necessary  services  may  be  in 
violation  of  their  obligation  to 
provide  services  of  a quality  which 
meets  professionally  recognized 
standards. 

It  is  instructive  to  look  again  at 
the  Wickline  case.  The  flaw  in  the 
treating  physician’s  conduct  upon 
which  the  Court  focused  was  that: 
[The  physician]  who  complies 
without  protest  with  limitations 


imposed  by  a third  party  payor, 
when  his  medical  judgment  dic- 
tates otherwise,  cannot  avoid  his 
ultimate  responsibility  for  the 
patient’s  care. 

If  the  “appeals  made  on  a 
patient’s  behalf  for  medical  or  hos- 
pital care  are  arbitrarily  ignored  or 
unreasonably  disregarded  or  over- 
ridden [by  a third  party  payor],”  in 
which  case  the  third  party  payor 
may  also  be  liable,  tbe  physician 
must  not  allow  his  medical  opinions 
to  be  shaped  by  those  cost  contain- 
ment decisions.  In  Wickline,  the 
treating  physician  not  only  failed  to 
press  the  Medi-Cal  evaluator  for 
additional  hospital  time,  but  when 
the  coverage  ran  out,  agreed,  on 
medical  grounds,  to  discharge  the 
patient.  A physician’s  potential  lia- 
bility is  grounded  in  this  type  of 
action. 

Perhaps  the  proper  analysis  is 
that  the  physician  owes  the  patient 
the  duty  to  inform  him  or  her  of  the 
medical  decision,  the  financial  con- 
straints and  the  alternatives.  A phy- 


sician may  not  be  able  to  require  a 
patient  to  remain  in  a hospital,  pay- 
ing out  of  his  own  pocket,  in  the 
face  of  third  party  payor  cost  con- 
tainment policies,  but  the  patient 
should  not  be  allowed  to  make  that 
decision  without  having  available  a 
responsible  medical  determination 
by  the  treating  physician.  In  the 


final  analysis,  the  physician  owes  a 
legal  and  ethical  duty  to  render  care 
to  the  patient  which  meets  profes- 
sional standards.  Despite  whatever 
agreements  the  physician  has  with 
third  party  payors — public  or  pri- 
vate— this  basic  responsibility  re- 
mains. 

The  attending  physician  must 
also  be  aware  of  the  Medicare  rules 
and  procedures  which  have  been 
developed  to  determine  the  exten- 
sion or  continuation  of  coverage  of 
an  in-hospital  patient.  Ultimately, 
the  peer  review  organization  is 
responsible  for  assuring  that  the 
applicable  Medicare  guidelines  for 
claims  payments  are  met.  The 
attending  physician,  however,  is 
consulted  and  must  be  cognizant  of 
his  obligation  to  render  a sound 
medical  opinion  in  the  patient’s 
financial  and  medical  interest.  The 
attending  physician’s  medical  rec- 
ommendations should  carry  sub- 
stantial weight  in  the  PRO’s  deter- 
mination of  coverage. 


Admission  Versus  Continued 
Stay  Denials 

The  Medicare  PRO  process  dis- 
tinguishes between  denials  of 
admission  and  denials  of  continued 
stay.  The  hospital  utilization  review 
committee  may  issue  an  admission 
denial  without  the  concurrence  of 
the  attending  physician.  In  this 


In  the  final  analysis,  the  physician  owes  a legal 
and  ethical  duty  to  render  care  to  the  patient 
which  meets  professional  standards. 
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case,  the  patient  or  the  physician 
may  request  a further  review  from 
the  PRO. 

In  the  case  of  a continued  stay, 
the  hospital  utilization  review  com- 
mittee may  only  issue  a denial  with 
the  concurrence  of  the  attending 
physician.  If  the  attending  physician 
does  not  concur,  the  case  goes  to  a 
PRO  reviewer.  The  decision  of  this 
reviewer  can  be  appealed  by  physi- 
cian or  patient  to  a separate  panel 
of  PRO  physicians.  In  this  instance, 
the  PRO  process  can  be  used  to 
support  the  physician’s  wish  to  keep 
the  patient  in  the  hospital. 


Upon  a written  hospital  notice  of 
Medicare  non-coverage  to  an  in- 
hospital  patient,  when  given  with 
concurrence  of  the  attending  physi- 
cian, the  patient  may  request  a 
review  of  the  determination  of  non- 
coverage. This  request  must  be 
made  to  the  PRO  by  noon  on  the 
first  working  day  following  the  date 
of  the  receipt  of  the  notice  of  non- 
coverage. The  patient  is  encour- 
aged to  call  the  PRO  directly.  The 
notice  of  non-coverage  from  the 
hospital  utilization  review  commit- 
tee must  include  information  to  the 
patient  on  procedures  for  request- 
ing a review  of  that  determination. 
The  PRO  is  required  to  solicit  the 


patient’s  views  as  to  why  that 
patient  believes  that  they  are  enti- 
tled to  further  Medicare  coverage 
in  the  hospital. 

I’he  hospital  must  also  forward 
the  relevant  patient  records  to  the 
PRO  for  their  review.  To  encourage 
promptness  by  the  hospital  in  for- 
warding those  records,  the  patient 
is  not  penalized  for  any  delay  on  the 
part  of  the  hospital.  The  hospital 
may  not  begin  to  charge  the  patient 
until  noon  of  the  day  following  the 
day  upon  which  the  beneficiary 
received  the  determination  by  the 
PRO.  If  the  PRO  rules  that  the 


patient  is  entitled  to  continuing 
Medicare  coverage,  this  decision  is 
not  eligible  for  reconsideration, 
and  the  patient  cannot  be  held  lia- 
ble for  that  extended  period  of 
coverage. 

Upon  receipt  of  relevant  infor- 
mation from  the  patient  and  the 
relevant  medical  records  from  the 
hospital,  the  PRO  will  review  the 
hospital  utilization  review  commit- 
tee’s notice  of  non-coverage.  This 
review  must  be  concluded,  and  the 
PRO  must  notify  the  beneficiary, 
hospital  and  attending  physician  by 
phone  (with  written  follow-up).  The 
PRO  must  make  every  effort  to 
contact  and  solicit  relevant  infor- 


mation from  the  attending  physi- 
cian. If  the  PRO  cannot  reach  the 
attending  physician  within  the  tight 
time  frame  required  for  a decision, 
the  PRO  must  document  its 
attempts  and  efforts  at  doing  so. 

When  the  attending  physician 
does  not  concur  with  a hospital 
utilization  review  committee  denial, 
either  the  attending  physician  or 
the  patient  may  appeal  to  the  Cres- 
cent Counties  Foundation  for  Med- 
ical Care  (the  PRO  for  the  State). 

If  the  PRO  should  affirm  the 
hospital’s  determination  of  non- 
coverage, the  patient  must  make  a 
financial  decision  as  to  whether  to 
incur  personal  liability  for  a contin- 
ued stay  in  the  hospital.  If  the 
attending  physician  does  not  con- 
cur with  the  decision,  his  advice  to 
the  patient  should  continue  to  be 
based  on  medical  necessity,  not 
financial  considerations.  The  physi- 
cian would  be  well  advised  to  pur- 
sue all  available  avenues  of  adminis- 
trative appeal  and  to  thoroughly 
document  all  discussions  and  com- 
munications with  the  PRO  and  the 
patient.  As  the  Wickline  case  dem- 
onstrates, the  physician’s  advice 
must  be  grounded  on  medical  judg- 
ments. This  properly  serves  the 
patient  and  protects  the  physician 
from  malpractice  liability.  i 
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State). 


January  1 988  — Vol.  1 73: 1 


25 


SPECIAL  ARTICLE 


ISMS  All  Member  Conference  Recap 

Managing 

Change 

More  than  300  physicians  and  auxilians  gathered  at  the  Hyatt  Oak 
Brook  on  November  7 to  sharpen  their  skills  in  risk  reduction  and 
broaden  their  knowledge  of  the  current  practice  environment.  Physicians 
who  attended  gave  the  program  high  marks  for  interest,  pace  and 
practical  knowledge. 


“It’s  a jungle  out  there,”  Illinois 
State  Medical  Inter-Insurance  Ex- 
change (ISMIE)  Policyholder  Ser- 
vices Committee  Chairman  Boyd  E. 
McCracken,  Sr.,  M.D.,  told  physi- 
cians attending  an  ISMIE  Network 
breakfast,  which  kicked  off  the  All 
Member  Conference.  That  set  the 
tone  for  a fast-paced  day  of  drama 
and  debate  on  the  modern  medical 
practice  arena,  particularly  as  influ- 
enced by  the  professional  liability 
climate.  The  Network  breakfast — 
and  the  program  as  a whole — 
featured  a spirited  give-and-take 
between  participants  seeking  infor- 
mation and  speakers  who  were  glad 
to  provide  it. 

An  Audience  on  Tenterhooks: 

The  Mock  Malpractice  Trial 

ISMS  President  Edward  J.  Fesco, 
M.D.,  welcomed  the  members  to 
the  hrst  general  session,  and  Illinois 
State  Medical  Insurance  Services 
Chairman  Robert  C.  Hamilton, 
M.D.,  sketched  out  the  first  event,  a 
mock  malpractice  trial. 

Many  of  the  members  attending 
found  the  trial  to  be  the  highlight  of 
the  day.  A randomly-selected  focus 


Former  White  House  Spokesman  Larry 
Speakes  entertains  with  anecdotes 
and  educates  with  tips  on  public  opin- 
ion and  the  media. 


group  of  Illinois  citizens  acted  as 
jurors;  the  case  was  based  upon  an 
actual  case  from  ISMIE.  Actors 
played  physician  defendants,  and 
attorneys  Kevin  Egan  and  Phil  Har- 
ris from  the  law  firm  of  Winston 
and  Strawn  presented  the  prosecu- 
tion and  defense.  Cook  County 
Associate  Judge  Daniel  O’Brien 
presided. 

After  presentation  of  evidence 
and  testimony,  the  jury  adjourned 
to  debate  the  merits.  A videotape  of 
their  deliberations  later  in  the  day 
provided  enlightening  insights  into 
the  adjudication  process.  An  audi- 
ence poll  concurred  with  the  jury, 
exonerating  the  defendant  surgeon 
and  anesthesiologist.  But  the  actual 
jury  vote  was  close:  only  a “hung” 
jury  prevented  the  anesthesiologist 
from  a “guilty”  verdict.  Nor  was  the 
physician  audience  lenient:  many 
recommended  damages. 

Many  audience  members  com- 
mented that  jury  debate  clearly  did 
not  reflect  clinical  knowledge. 
“They’re  nowhere  near  peers  in 
terms  of  their  medical  knowledge,” 
attorney  Egan  acknowledged.  “But 
that’s  the  way  our  nation’s  court 
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ISMIE  Policyholder  Services  Commit- 
tee Chairman  Boyd  E.  McCracken,  Sr., 
M.D.:  "It's  a jungle  out  there. " 


Former  ISMS  President  Morgan  M. 
Meyer,  M.D.,  sparks  debate. 


system  works.”  Egan  nicely  summed 
up  the  jury  system’s  strcngtli:  “The 
members  may  not  individually  be 
well  educated,  but  collectively  their 
wisdom  is  awesome.” 

A Bit  of  Politics,  Then  Back  to 
the  Books 

After  a presentation  by  Illinois 
State  Medical  Society  Political 
Action  Committee  (IMPAC)  Chair- 
man George  T.  Wilkins,  Jr.,  M.D., 
former  Chicago  Mayor  Jane  M. 
Byrne  spoke  on  the  nuts  and  bolts 
of  grassroots  political  organizing. 
Doctors  must  work  hard  in  the 
upcoming  1 988  campaigns  in  order 
to  elect  legislators  who  will  favor 
caps  on  malpractice  awards. 

Luncheon  speaker  Larry 
Speakes,  who  is  former  chief 
spokesman  for  the  White  House, 
gave  insight  into  the  role  of  media 
in  forming  public  opinion,  and  in 
influencing  politics. 

In  the  afternoon,  loss  prevention 
consultant  Debra  Phairas  outlined 
typical  misconceptions  and  mishaps 
leading  to  professional  liability. 
Then  ISMIE  Chairman  Ered  Z. 
White,  M.D.,  introduced  breakout 
sessions  which  enabled  physicians 
to  meet  with  members  of  their  spe- 
cialty groups  for  hands-on  risk 
reduction  seminars. 

Enthused  and  Encouraged 

Physicians  left  the  1987  All  Mem- 
ber Conference  armed  with  new 
knowledge  of  the  legal  system,  the 
political  arena  and  risk  manage- 
ment. Most  took  the  time  to  give 
thoughtful  evaluations — almost  all 
of  which  sought  similar  programs 
from  the  Society  in  years  to  come. 


ISMIS  Chairman  Robert  C.  Hamilton, 
M.D.,  briefs  physicians  on  the  mock 
malpractice  trial. 


"Physician  defendants"  confer  with 
counsel. 
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Here 
Today. 
Here 

Tomorrow. 

Today,  most  commercial 
professional  liability  insurers  have  abandoned  the 
Illinois  market.  But  there's  still  one  company  writing 
malpractice  coverage  up  to  $2  million  per  incident 
with  a $4  million  aggregate — the  Illinois  State  Medi- 
cal Inter-Insurance  Exchange. 


The  Exchange  is  the  only  malpractice 
insurer  in  Illinois  that  is  owned  and  oper- 
ated by  physicians.  As  such,  we  are 
totally  committed  to  meeting  the  insur- 
ance needs  of  our  policyholders.  And  we 
intend  to  be  there  as  long  as  they  need  us. 

Despite  the  recent  explosion  in  medical 
malpractice  litigation,  the  Exchange  re- 
mains in  good  shape  financially.  Much  of 
our  success  can  be  attributed  to  the 
willingness  of  the  company's  physician 
directors  to  make  tough  decisions — deci- 
sions like  the  switch  to  a "claims-made" 
policy  form . . .the  setting  of  adequate  pre- 
mium levels... and  the  strengthening  of 
standards  for  renewing  coverage  and 
accepting  new  policyholders. 

In  the  continually  changing  liability  cli- 
mate, the  Exchange's  directors  will  con- 
tinue to  make  the  sound  business  deci- 
sions necessary  to  ensure  the  company's 
long-term  financial  stability.  But  as  physi- 
cians themselves,  they  also  will  be  mak- 
ing those  decisions  from  a policyholder's 
perspective.  And  that  will  translate  into 
the  best  possible  insurance  coverage 
available,  including... 

. . . aggressive  defense  of  frivolous  claims; 

...policyholder  participation  in  any  deci- 
sion to  settle  a claim  or  suit; 


...peer  review  of  an  adverse  underwrit- 
ing or  claim  decision; 

...help  for  policyholders  in  avoiding  the 
situations  that  can  lead  to  suits;  and 

...premium  rates  that  fairly  reflect  the 
risks  inherent  to  the  physician's  own 
practice. 

As  a company  owned  and  operated  by 
physicians,  the  Exchange  exists  solely  for 
the  benefit  of  its  policyholders.  Some 
9,000  physicians  in  Illinois  are  depending 
upon  us.  And  we  don't  intend  to  let  them 
down. 


ILLINOIS  STATE 
MEDICAL 


INTER- 

INSURANCE 

EXCHANGE 


Illinois  State 
Medical 
Inter-Insurance 
Exchange 
Twenty  North 
Michigan  Avenue 
Suite  700 
Chicago,  IL  60602 
(312)  782-2749 
(800)  782-ISMS 
(Toll-Free) 


Ulcer  therany 
that  won’t  yield, 
even  to  smoking 


What  do  you  do  for  duodenal  ulcer  patients  who  should 
stop  smoking,  but  won't?  Both  cimetidine'  and  ranitidine^ 
have  been  shown  less  effective  in  smokers  than 
nonsmokers. 

Choose  CARAFATE®  (sucralfate/Marion).  Two  recent 
studies  show  Carafate  to  be  as  effective  in  smokers  as 
nonsmokers.^'*  A difference  further  illustrated  in  a 
283-patient  study  comparing  sucralfate  to  cimetidine^: 

Ulcer  healing  rates: 

(at  four  weeks  of  therapy)^ 

Sucralfate; 


All  patients 
Smokers 


All  patients 


Carafate  has  a unique,  nonsystemic  mode  of  action 
that  enhances  the  body's  own  ulcer  healing  ability  and 
protects  the  damaged  mucosa  from  further  injury. 

When  your  ulcer  patient  is  a smoker,  prescribe  the 
ulcer  medication  that  won't  go  up  in  smoke:  safe, 
nonsystemic  Carafate. 

Nothing  works  like 


Cimetidine: 


79.4% 

81.6%* 

76.3% 


Smokers  62.5% 

‘Significantly  greater  than  cimetidine  smoker  group  (P<.05). 


ARAFATE 

sucralfate/Marion 

Please  see  adjoining  page  for  references  and  brief  summary  of  prescribing  information 

1594H7 


ARAFATE* 

^ (sucralfate) 


BRIEF  SUMMARY 
CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short 
term  treatment  with  sucralfate  can  result  in  complete  heal- 
ing of  the  ulcec  a successful  course  of  treatment  with  suaalfate 
should  not  be  expected  to  alter  the  post-healing  frequency 
or  severity  of  duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that 
the  simultaneous  administration  of  CARAFATE  with  tetracy- 
cline, phenytoin,  or  cimetidine  will  result  in  a statistically  sig 
nificant  reduction  in  the  bioavailability  of  these  agents.  This 
interaction  appears  to  be  nonsystemic  in  origin,  presumably 
resulting  from  these  agents  being  bound  by  CARAFATE  in 
the  gastrointestinal  tract.  The  bioavailability  of  these  agents 
may  be  restored  simply  by  separating  the  administration  of 
these  agents  from  that  of  CARAFATE  by  two  hours.  The 
clinical  significance  of  these  animal  studies  is  yet  to  be  defined. 

Carcinogenesis,  Mutagenesis,  Impairment  of 
Fertility:  No  evidence  of  drug-related  tumorigenicity  was 
found  in  chronic  oral  toxicity  studies  of  24  months'  duration 
conducted  in  mice  and  rats  at  doses  up  to  1 gm/kg  (12  times 
the  human  dose).  A reproduction  study  in  rats  at  doses  up  to 
38  times  the  human  dose  did  not  reveal  any  indication  of 
fertility  impairment.  Mutagenicity  studies  have  not  been 
conducted. 

Pregnancy:  Pregnancy  Category  B Teratogenicity  stud- 
ies have  been  performed  in  mice,  rats,  and  rabbits  at  doses 
up  to  50  times  the  human  dose  and  have  revealed  no  evi- 
dence of  harm  to  the  fetus  due  to  sucralfate  There  are, 
however,  no  adequate  and  well-controlled  studies  in  preg- 
nant women.  Because  animal  reproduction  studies  are  not 
always  predictive  of  human  response,  this  drug  should  be 
used  during  pregnancy  only  if  clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is 
excreted  in  human  milk.  Because  many  drugs  are  excreted  in 
human  milk,  caution  should  be  exercised  when  sucralfate  is 
administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have 
not  been  established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor 
and  only  rarely  led  to  discontinuation  of  the  drug  In  studies 
involving  over  2,500  patients,  adverse  effects  were  reported 
in  121  (4.7%).  Constipation  was  the  most  frequent  com- 
plaint (2.2%),  Other  adverse  effects,  reported  in  no  more 
than  one  of  every  350  patients,  were  diarrhea,  nausea,  gas 
trie  discomfort,  indigestion,  dry  mouth,  rash,  pruritus,  back 
pain,  dizziness,  sleepiness,  and  vertigo. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 
gm  four  times  a day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain 
but  should  not  be  taken  within  one-half  hour  before  or  after 
sucralfate. 

While  healing  with  sucralfate  may  occur  during  the  first 
week  or  two,  treatment  should  be  continued  for  4 to  8 
weeks  unless  healing  has  been  demonstrated  by  x-ray  or 
endoscopic  examination, 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1 -gm  pink  tablets  are  supplied  in  bot- 
tles of  100  and  in  Unit  Dose  Identification  Paks  of  100  The 
tablets  are  embossed  with  MARION/1 712,  Issued  3/84 
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Another  patient  henetit  product  from 

PHARMACCUTIUL  DIVISION 
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PHYSICIAN  RECRUITMENT 
PROGRAM 


In  an  effort  to  reduce  the  number  of  towns  in  Illinois  needing  physicians, 
the  Physician  Recruitment  Program  and  the  Doctor’s  Job  Fair  are  publishing 
synopses  in  the  Journal. 

Physicians  who  are  seeking  a place  to  practice  or  who  know  of  any 
out-of-state  physicians  seeking  an  Illinois  residence  are  asked  to  notify  the 
program. 

Any  areas  wishing  to  be  listed  should  contact:  Physician  Recruitment 
Program,  ISMS,  Twenty  North  Michigan  Avenue,  Suite  700,  Chicago  Illinois 
60602. 


CARBONDALE: 

Multi-specialty  group  needs  the  fol- 
lowing physicians;  /Mlergist,  OB/ 
GYN,  Neurologist,  Family  Practi- 
tioner, Orthopedic  Surgeon,  V/T 
Surgeon,  Dermatologist  and  Radi- 
ologist. Contact:  Bill  Harris,  2601 
West  Main,  Carbondale  62901; 
(618)  549-5361.  (12) 


CENTRAL  ILLINOIS: 

Internal  Medicine;  Solo  Practice. 
Office  is  located  within  40  miles  of 
two  medical  schools  and  one  block 
from  Millikin  University.  There  are 
2 open  staff  400-bed  hospitals.  The 
population  of  the  city  is  100,000, 
trade  area  is  250,000  and  140  phy- 
sicians. The  method  of  payment  is 
fee-for-service.  Contact:  Charles  F. 
Downing,  M.D.,  1067  West  Main 
Street,  Decatur  62522;  (217)  423- 
9775.  (12) 


CHICAGO  SUBURBAN: 

MacNeal  Hospital,  major  teaching 
affiliate  of  Rush-Presbyterian-St. 
Luke’s  Medical  Center,  seeks  Fami- 
ly Practitioners.  Opportunities  in- 
clude; Private  Practice,  Solo,  Part- 
nership, Practices  for  sale.  Salaried 
positions:  Family  Center/Occupa- 
tional Medicine.  Individualized 
comprehensive  hnancial  package. 
BE/BC  Family  Practice.  Forward 
C.V.,  contact:  Physician  Affairs, 
3249  S.  Oak  Park,  Berwyn  60402. 
(12) 

CLIFTON: 

Board  certihed  OB/GYN.  70  miles 
south  of  Chicago.  Rural  community 


hospital.  Service  area  population 
10,000.  Excellent  financial  benefits, 
including  guaranteed  income,  mod- 
ern office  space  adjacent  to  hospi- 
tal, staffing  and  moving  expenses. 
Contact:  Dianne  Soucie,  Adminis- 
trator, Central  Hospital,  P.O.  Box 
68,  Clifton  60927;  (815)  694-2392. 
(10) 


FLORA: 

Population  of  county  15,000  + . 
Opportunity  for  General  Surgeon 
supported  by  three  EP,  OB/GYN, 
Internist,  and  Hand  Surgeon.  Pro- 
gressive family-oriented  communi- 
ty, excellent  school  system.  Close  to 
St.  Louis,  Springfield,  & Evansville. 
Contact  John  Monnaham,  Adminis- 
trator, Clay  County  Hospital,  700 
North  Mill,  Elora  62839.  (10) 


FREEPORT: 

Eour  busy  board  certified  EPs  seek- 
ing board  certified  EP.  Pleasant 
town  of  30,000.  100  miles  from 
Chicago.  Contact:  Eamily  Medical 
Associates,  1815  W Church  St., 
Ereeport  61032  (815)  235-3165.(1) 


LIBERTYVILLE: 

Group  of  4 Primary  Care  Physi- 
cians: 1 -General  Practitioner,  1- 
Internal  Medicine,  2-P.P. — in  Lake 
County  we  need  additional  E.P. 
with  O.B.  interest.  Offices  in  Liber- 
tyville,  Gurnee  and  Antioch.  30 
miles  north  of  Chicago.  Guaranteed 
1st  year  salary.  All  recreational 
facilities  nearby.  Contact:  David  D. 
Soo,  M.D.,  Rt.  1,  Box  351,  Liberty- 
ville  60048;  (312)  362-9050.  (12) 
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TheWorkl’s 

MostPopularK 

Slow-K 

potcissium  chloride 
slow-release  tciblets 

8 mEq  (600  mg) 

It  means  dependcibility'’  in  almost  any  language 

* Based  on  worldwide  sales  data  on  file,  CIBA  Pharmaceutical  Company. 

Capsule  or  tablet  slow-release  potassium  chloride  preparations  should  be  reserved  for  patients 
who  cannot  tolerate,  refuse  to  take,  or  have  compliance  problems  with  liquid  or  effervescent 
potassium  preparations  because  of  reports  of  intestinal  and  gastric  ulceration  and  bleeding 

with  slow-release  KCI  preparations. 

Before  prescribing,  please  consult  Brief  Prescribing  Information  on  next  page. 


988,  CIBA. 


CIBA 


The  World’s 
Most  Popular  K 

For  good  reasons 

□ It  works— a 12-year  record  of  efficacy' 

□ If  S safe— unsurpassed  by  any  other  KCl  tablet  or  capsule^* 

□ If  S acceptable  vs  liquids-greater  palatability  fewer  Gl  complaints, 
lower  incidence  of  nausea^ 

□ Ifs  comparable  to  10  mtq- in  low-dosage  supplementation^" 

□ Ifs  economical— less  expensive  than  all  other  leading  KCl  slow-release 
supplements  on  a per  tablet  cost  to  the  patient ' 

Slow-K* 

potassium  chloride 
slow-release  tablets  8mEq(6ooms) 


For  patients  who  can't  or  won't  tolerate  liquid  KCl 
‘The  most  common  adverse  reactions  to  potassium  salts  are  gastrointestinal  side  effects. 
+ Pooled  mean  serum  potassium  following  oral  administration  of  30  mEq  K-Tab 
compared  to  24  mEq  Slow-K  in  diuretic-treated  hypertensives  (n  20)  over  8 weeks. 

C I B A 


References:  1.  Data  on  file,  CIBA  Pharmaceutical  Company  2.  Skoutakis 
VA.  Acchiardo  SR.  Wo|ciechowski  NJ.  et  al  Liquid  and  solid  potassium 
chloride:  Bioavailability  and  safety  Pharmacotherapy  1980.4(6)  392-397 
3.  Skoutakis  VA.  Carter  CA.  Acchiardo  SR  Therapeutic  assessment  of 
Slow-K  and  K-Tab  potassium  chloride  formulations  in  hypertensive 
patients  treated  with  thiazide  diuretics  Drug  Intell  Clin  Pharm 
1987:21  436-440 


Slow-K* 

potassium  chloride  USP 
Slow-Release  Tablets 
8 mEq  (600  mg) 

BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  SEE 
PACKAGE  INSERT) 

INDICATIONS  AND  USAGE 

BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARA- 
TIONS. THESE  DRUGS  SHOULD  BE  RESERVED  FOR  THOSE  PATIENTS 
WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EFFERVES- 
CENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE 
IS  A PROBLEM  OF  COMPLIANCE  WITH  THESE  PREPARATIONS 
1 For  therapeutic  use  in  patients  with  hypokalemia  with  or  without  meta- 
bolic alkalosis,  in  digitalis  intoxication  and  in  patients  with  hypokalemic 
familial  periodic  paralysis. 

2.  For  prevention  of  potassium  depletion  when  the  dietary  intake  of  potas- 
sium IS  inadequate  in  the  following  conditions  patients  receiving  digitalis 
and  diuretics  for  congestive  heart  failure;  hepatic  cirrhosis  with  ascites, 
states  of  aldosterone  excess  with  normal  renal  function,  potassium-losmg 
nephropathy;  and  certain  diarrheal  states 

3 The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncompli- 
cated essential  hypertension  is  often  unnecessary  when  such  patients  have 
a normal  dietary  pattern  Serum  potassium  should  be  checked  periodically, 
however,  and  if  hypokalemia  occurs,  dietary  supplementation  with  potas- 
sium-containing foods  may  be  adequate  to  control  milder  cases  In  more 
severe  cases  supplementation  with  potassium  salts  may  be  indicated. 
CDNTRAINDICATIDNS 

Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia, 
since  a further  increase  in  serum  potassium  concentration  in  such  patients 
can  produce  cardiac  arrest  HyperKalemia  may  complicate  any  of  the  follow- 
ing conditions:  chronic  renal  failure,  systemic  acidosis  such  as  diabetic 
acidosis , acute  dehydration , extensive  tissue  breakdown  as  in  severe  burns , 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic 
(e  g . spironolactone,  triamterene)  (see  OVERDOSAGE). 

All  solid  dosage  forms  of  potassium  supplements  are  contraindicated  in 
any  patient  in  whom  there  is  cause  for  arrest  or  delay  in  tablet  passage 
through  the  gastrointestinal  tract.  In  these  instances,  potassium  supple- 
mentation should  be  with  a liquid  preparation  Wax-matrix  potassium  chlo- 
ride preparations  have  produced  esophageal  ulceration  in  certain  cardiac 
patients  with  esophageal  compression  due  to  an  enlarged  left  atrium 
WARNINGS 

Hyperkalemia  (See  OVERDOSAGE) 

In  patients  with  impaired  mechanisms  for  excreting  potassium,  the  admin- 
istration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest. 
This  occurs  most  commonly  in  patients  given  potassium  by  the  intravenous 
route  but  may  also  occur  in  patients  given  potassium  orally  Potentially  fatal 
hyperkalemia  can  develop  rapidly  and  be  asymptomatic 
The  use  of  potassium  salts  in  patients  with  chronic  renal  disease,  or  any 
other  condition  which  impairs  potassium  excretion,  requires  particularly 
careful  monitoring  of  the  serum  potassium  concentration  and  appropriate 
dosage  adjustment 


Interaction  With  Potassium-Sparing  Diuretics 

Hypokalemia  should  not  be  treated  by  the  corlcomitant  administration  of 
potassium  salts  and  a polassium-spanng  diuretic  (e  g . spironolactone  or 
triamterene),  since  the  simultaneous  administration  of  these  agents  can 
produce  severe  hyperkalemia. 

Gastrointestinal  Lesions 

Potassium  chloride  tablets  have  produced  stenotic  and  or  ulcerative  lesions 
of  the  small  bowel  and  deaths  These  lesions  are  caused  by  a high  localized 
concentration  of  potassium  ion  in  the  region  of  a rapidly  dissolving  tablet, 
which  injures  the  bowel  wall  and  thereby  produces  obstruction,  hemor- 
rhage, or  perforation  Slow-K  is  a wax-matrix  tablet  formulated  to  provide  a 
controlled  rate  of  release  of  potassium  chloride  and  thus  to  minimize  the 
possibility  of  a high  local  concentration  of  potassium  ion  near  the  bowel 
wall  While  the  reported  frequency  of  small-bowel  lesions  is  much  less  with 
wax-matrix  tablets  (less  than  one  per  100,000  patient-years)  than  with 
enteric-coated  potassium  chloride  tablets  (40-50  per  f00,O0O  patient- 
years)  cases  associated  with  wax-matrix  tablets  have  been  reported  both  in 
foreign  countries  and  in  the  United  States  In  addition,  perhaps  because  the 
wax-matrix  preparations  are  not  enteric-coated  and  release  potassium  in  the 
stomach,  there  have  been  reports  of  upper  gastrointestinal  bleeding  asso- 
ciated with  these  products  The  total  number  of  gastrointestinal  lesions 
remains  approximately  one  per  100,000  patient-years.  Slow-K  should  be 
discontinued  immediately  and  the  possibility  of  bowel  obstruction  or  perfo- 
ration considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastro- 
intestinal bleeding  occurs. 

Metabolic  Acidosis 

Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizmg  potassium  salt  such  as  potassium  bicarbonate,  potassium  ci- 
trate. or  potassium  acetate 

PRECAUTIONS 

General; 

The  diagnosis  of  potassium  depletion  Is  ordinarily  made  by  demonstrating 
hypokalemia  in  a patient  with  a clinical  history  suggesting  some  cause  for 
potassium  depletion  In  interpreting  the  serum  potassium  level,  the  physi- 
cian should  bear  in  mind  that  acute  alkalosis  per  se  can  produce  hypokale- 
mia in  the  absence  of  a deficit  in  total  body  potassium,  while  acute  acidosis 
per  se  can  increase  the  serum  potassium  concentration  into  the  normal 
range  even  in  the  presence  of  a reduced  total  body  potassium 
Information  for  Patients 

Phpicians  should  consider  reminding  the  patient  of  the  following 
To  take  each  dose  without  crushing,  chewing,  or  sucking  the  tablets 
To  take  this  medicine  only  as  directed  This  is  especially  important  if  the 
patient  is  also  taking  both  diuretics  and  digitalis  preparations 
To  check  with  the  physician  if  there  is  trouble  swallowing  tablets  or  if  the 
tablets  seem  to  stick  in  the  throat 

To  check  with  the  doctor  at  once  if  tarry  stools  or  other  evidence  of 
gastrointestinal  bleeding  is  noticed. 

Laboratory  Tests 

Regular  serum  potassium  determinations  are  recommended  In  addition, 
during  the  treatment  of  potassium  depletion,  careful  attention  should  be 
paid  to  acid-base  balance,  other  serum  electrolyte  levels,  the  electrocardio- 
gram, and  the  clinical  status  of  the  patient,  particularly  in  the  presence  of 
cardiac  disease,  renal  disease,  or  acidosis 
Drug  Interactions 

Potassium-sparing  diuretics:  see  WARNINGS 
Carcinogenesis.  Mutagenesis,  Impairment  of  Fertility 
Long-term  carcinogenicity  studies  in  animals  have  not  been  performed 
Pregnancy  Category  C 

Animal  reproduction  studies  have  not  been  conducted  with  Slow-K.  It  is  also 
not  known  whether  Slow-K  can  cause  fetal  harm  when  administered  to  a 
pregnant  woman  or  can  affect  reproduction  capacity  Slow-K  should  be 
iven  to  a pregnant  woman  only  if  clearly  needed. 

ursing  Mothers 

The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq/L  It  is  not 
known  if  Slow-K  has  an  effect  on  this  content  Caution  should  be  exercised 
when  Slow-K  is  administered  to  a nursing  woman. 


Pediatric  Use  , 

Safety  and  effectiveness  in  children  have  not  been  established.  i 

ADVERSE  REACTIDNS  i 

One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDI 
CATIONS.  WARNINGS,  and  OVERDOSAGE)  There  also  have  been  report! 
of  upper  and  lower  gastrointestinal  conditions  including  obstruction,  bleed 
mg,  ulceration,  and  perforation  (see  CONTRAINDICATIONS  and  WARN 
INGS);  other  factors  known  to  be  associated  with  such  conditions  wen 
present  in  many  of  these  patients  1 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea 
vomiting,  abdominal  discomfort,  and  diarrhea,  These  symptoms  are  duett 
irritation  of  the  gastrointestinal  tract  and  are  best  managed  by  taking  Itfl 
dose  with  meals  or  reducing  the  dose  i 

Skin  rash  has  been  reported  rarely  \ 

OVERDOSAGE  ] 

The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory 
mechanisms  for  potassium  rarely  causes  serious  hyperkalemia  However,  il 
excretory  mechanisms  are  impaired  or  if  potassium  is  administered  too 
rapidly  intravenously,  potentially  fatal  hyperkalemia  can  result  (see  CON- 
TRAINDICATIONS and  WARNINGS).  It  is  important  to  recognize  that  hyper- 
kalemia IS  usually  asymptomatic  and  may  be  manifested  only  by  anl 
increased  serum  potassium  concentration  (6  5-8  0 mEq/L)  and  character-1 
istic  electrocardiographic  changes  (peaking  of  T waves,  loss  of  P wave.' 
depression  of  S-T  segment,  and  prolongation  of  the  Q-T  Interval)  Late 
manifestations  include  muscle  paralysis  and  cardiovascular  collapse  from 
cardiac  arrest  (9-12  mEq  L)  i; 

Treatment  measures  for  hyperkalemia  include  the  following:  (1 ) elimina- 
tion of  foods  and  medications  containing  potassium  and  of  potassium-l 
sparing  diuretics;  (2)  intravenous  administration  of  300-500  ml/hr  of  10% 
dextrose  solution  containing  10-20  units  of  insulin  per  1,000  ml;  (3)  correc- 
tion of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate;  (4)  use  of 
exchange  resins,  hemodialysis,  or  peritoneal  dialysis  B 

In  treating  hyperkalemia  in  patients  who  have  been  stabilized  on  digitalisi 
too  rapid  a lowering  of  the  serum  potassium  concentration  can  priOuce 
digitalis  toxicity  i 

DOSAGE  AND  ADMINISTRATION  I 

The  usual  dietary  intake  of  potassium  by  the  average  adult  is  40-80  mEq  per 
day  Potassium  depletion  sufficient  to  cause  hypokalemia  usually  requires 
the  loss  of  200  or  more  mEq  of  potassium  from  the  total  body  store  Dosagei 
must  be  adjusted  to  the  individual  needs  of  each  patient  but  is  typically  in  the! 
range  of  20  mEq  per  day  for  the  prevention  of  hypokalemia  to  40-100  mEq  or 
more  per  day  for  the  treatment  of  potassium  depletion  Large  numbers  of 
tablets  should  be  given  in  divided  aoses  U 

Note;  Slow-K  slow-release  tablets  must  be  swallowed  whole  and  neveri 
crushed,  chewed,  or  sucked  if 

HOW  SUPPLIED  * 

Tablets~600  mg  of  potassium  chloride  (equivalent  to  8 mEq)  round,  buff 
colored,  sugar-coated  (imprinted  Slow-K)  i' , 

Bottles  of  100 NDC  0083-0165-30] 

Bottles  of  1000  NDC  0083-0165-40 

Consumer  Pack  — One  Unit  «! 

12  Bottles- 100  tablets  each NDC  0083-0165-65] 

Accu-Pak*'  Unit  Dose  (Blister  pack)  i 

Boxof  100  (strips  of  10)  NDC  0083-0165-32] 

Do  not  store  above  86''F  (30°C)  Protect  from  moisture  Protect  from  light. 

Dispense  in  tight,  light-resistant  container  (USP) . t 


Dist.  by;  j! 

CIBA  Pharmaceutical  Company  [ 

Division  of  CIBA-GEIGY  Corporation  F 

Summit.  New  Jersey  07901  C87-31  (Rev  8/87)| 

CIBA  128-3568-A 


DOCTOR’S  NEWS 


RESOLUTIONS  DEADLINE 

j The  ISMS  House  of  Delegates’  annual  meeting  will 
Iconvene  Friday  through  Sunday,  April  22-24,  at  the 
Westin  O’Hare  Hotel.  Resolutions  for  the  House  of 
loelegates  must  be  received  in  the  ISMS  offices  by  March 
|22,  1988.  Those  received  after  that  date  will  be  consid- 
ered late  resolutions  and  require  special  action  for 
possible  consideration. 

In  accord  with  House  policy,  resolutions  will  be 
Ipublished  in  the  Journal  by  author  and  subject  only. 
Resolutions  received  in  the  ISMS  offices  by  an  earlier 
deadline,  February  19,  will  be  published  in  the  March 
IMJ. 

1988  PHYSICIAN  GAMES 

Mark  your  calendars  now  for  the  1988  Physician 
Games!  The  fourth  ISMS  Physician  Games  will  be  held 
Friday  and  Saturday,  June  17-18,  1988  at  the  beautiful 
new  Oakbrook  Hills  Resort  in  Oakbrook,  Illinois.  This 
year’s  Games  will  include  a half-day  clinical  program  on 
cholesterol;  a series  of  individual  sporting  competitions 
in  tennis,  racquetball,  golf  and  running;  a resident  and 
student  team  competition  in  basketball  and  volleyball; 
and  the  annual  awards  banquet  featuring  dinner,  danc- 
ing and  a celebrity  sports  speaker. 

For  further  information  watch  the  Illinois  Medical 
Journal  or  contact  the  ISMS  Division  of  Educational 
and  Medical  Services,  312/782-1654. 

PROJECT  USA  SEEKS  PHYSICIANS 

Project  USA,  an  AMA  program,  is  seeking  fully- 
licensed  physicians  for  short-term,  general  medicine 
assignments  at  Indian  Health  Service  and  National 
Health  Service  Corps  hospitals  and  clinics. 

Vacancies  are  from  two  to  four  weeks  and  occur  in 
various  locations.  Participating  physicians  receive  a 
stipend  of  $750  a week  plus  round  trip  transportation 
and  living  accommodations. 

Interested  physicians  can  contact  John  Naughton  at 
the  AMA,  535  N.  Dearborn,  Chicago,  Illinois  60610; 
(312)  645-4702. 

PHYSICIANS  IN  THE  NEWS 

Jan  Fawcett,  M.D.,  Burr  Ridge,  professor  and 
chairman,  department  of  psychiatry.  Rush  Medical 


College  and  Presbyterian-St.  Luke’s  Medical  Center, 
Chicago,  has  been  named  to  the  Scientific  Council  of 
the  National  Alliance  for  Research  and  Schizophrenia 
and  Depression  (NARSAD).  NARSAD  is  sponsored  by 
the  National  Alliance  for  the  Mentally  111,  the  National 
Mental  Health  Association,  the  National  Depressive 
and  Manic  Depressive  Association,  and  the  Schizophre- 
nia Research  Foundation  . . . Jere  E.  Freidheim,  M.D., 
has  been  elected  president  of  the  medical  and  scientific 
staff-faculty  at  Mercy  Hospital  and  Medical  Center, 
Chicago.  Dr.  Freidheim  is  a past  president  of  the 
Illinois  State  Medical  Society  and  the  Chicago  Medical 
Society. 

Richard  J.  Fantus,  M.D.,  Chicago,  has  been  named 
director  of  trauma  services  and  coordinator  of  the 
surgical  intensive  care  unit  at  Illinois  Masonic  Medical 
Center  . . . Ramesh  C.  Tripathi,  M.D.,  Ph.D.,  Chicago, 
has  received  the  1987  Distinguished  Physician’s  Award 
from  the  India  Medical  Association  (Illinois)  USA  for 
promoting  a greater  understanding  between  the 
peoples  of  India  and  America.  Dr.  Tripathi  is  professor 
of  ophthalmology  and  visual  science  at  the  University 
of  Chicago,  and  is  affiliated  with  the  University  of 
Chicago  Medical  Center  and  Oak  Forest  Hospi- 
tal ..  . Joel  Shalowitz,  M.D.,  M.M.,  Glencoe,  has  been 
named  director  of  the  program  in  hospital  and  health 
services  management  at  Northwestern  University’s  Kel- 
logg Graduate  School  of  Management.  A board  certi- 
fied internist  in  private  practice  in  Skokie,  Dr.  Shalo- 
witz is  affiliated  with  Evanston  Hospital,  Rush  North 
Shore  Medical  Center,  Northwestern  Memorial  Hospi- 
tal and  Saint  Erancis  Hospital,  Evanston. 

Donald  W.  Aaronson,  M.D.,  Chicago,  has  been 
chosen  president-elect  of  the  American  College  of 
Allergists,  at  its  44th  Annual  Congress  in  November. 
Dr.  Aaronson,  a board  certified  allergist  and  immunol- 
ogist, is  president  of  the  medical  staff  at  Lutheran 
General  Hospital,  Park  Ridge  . . . Chicago  College  of 
Osteopathic  Medicine  (CCOM)  has  named  George 
Caleel,  D.O.,  Chicago,  a recipient  of  a Distinguished 
Service  Award  for  his  advancement  of  osteopathic 
medicine,  service  to  mankind  and  support  of  CCOM. 
Dr.  Caleel  is  director  of  endocrinology  and  nuclear 
medicine  and  professor  of  medicine  at  the  col- 
lege. i 
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Introducing  two  new  additions  to 
our  comprehensive  resources: 
One  of  the  highest  energy  accel- 
erators in  the  world  and  the  spec- 
troscopy research  accessory 

Linear  Accelerator 

Siemens  Mevatmn  KD 

• 8 million-watts  radio  freqi:©ncy 
power 

• dual  photon  capability-has 
capacity  to  utilize  up  to  25 
million  volts 

• separate  elctron  beam,  energy 
range  ot  7-21  million  electron 
volts 

• treatment  table  structured  for 
isocentric  positioning;  can 
encompass  virtually  every 
desired  treatment  program 

• attacks  tumor  mass  with  dose 
rates  up  to  900  rads/min. 

• reduces  skin  irritation,  gastro- 
intestinal side  effects  and  scar 
tissue  formation 

• CON  approved 

Spectroscopy  Research 
Accessory 

General  Electric 

• provides  chemical  analyses  of 
organs  in  vivo 

• provides  functional  information 
about  location  of  damaged  tissue 

• used  in  conjunction  with  Insti- 
tute’s Super  Conductive  1.5 

Tesla  Magnetic  Resonance  Scanner 


G.E.  Super  conductive  1.5 
Tesla  High  Field  Strength 
Non  - Radiation  Imaging 

• Central  nervous  system  disorders 

• chest,  abdomen,  liver,  kidney,  pelvis 

• muscular'Skeletal  system 

• hilar  and  mediastinal  masses 

• breast  malignancies 

• kidney  transplant  rejection 

• evaluation  of  blood  flow 

• mutti-gated  cardiac  studies 

• CON  and  FDA  approved 

• future  capabilities 

Nuclear  Medicine 

Siemens  Nuclear  Santiview  LFOV 

• multi-gated  cardiac  scans 

• cardiac  stress  testing 

• thallium  myocardial 

• ejection  fraction 

• pulmonary  perfusion  and  ventilation 

• brain,  spleen,  bone,  liver,  kidney, 
thyroid,  bone  marrow 

• flow  studies 

• gallium 

• alt  in  VIVO  procedures 

• quantitative  bone  analysis 

Computerized 

Tomography 

GE  88OO  CT1  total  body  scanner 
with  scout  view 

• head  and  orbits:  axial  and  coronal 
capability 

• total  body:  neck,  thorax,  liver, 
spleen,  pelvis,  pancreas,  kidney, 
adrenal,  retropentoneum 

• special  bone  and  spine 
procedures 

• reconstruction  capability 
•tumor  staging 

• dynamic  flow  procedures 

• special  temporal  bone  evafuifion 

• future  capabilities 


Ultrasound 

Siemens  Digital  B-mode  and 
Stand  Alone  Phased  Array  Real 
Time  Scanning 

• gall  bladder,  liver,  pancreas, 
kidney 

• obstetncal 

• pelvic 

• aortic 

•special  thyroid 


Intravenous  Digital 
Angiography 

Picker  Digital  DAS‘2tl 

• carotid 

• cerebral 

• aorta  (thoracic  abdominai) 

• renal 

• peripheral  vascular 

• assessment  of  vascular  by-pass 
procedures 


General  Diagnostic 
Radiography 

Picker  X-Ray 

• standard  fluoroscopy  image 
intensification  with  TV 

• standard  tomography 

• standard  radiography 

• specialized  procedures: 
enterociysis  arthrography, 
hysterosalpingography,  etc. 


Mammography 

• dedicated  equipment 

• 38  years  experience  inter- 
preting mammograms 


The  integration  of  the  linear  accelerator  and  spectroscopy  facilities  with  the  Institute’s 
collection  of  computerized  equipment  creates  an  unparalleled  cancer  treatment  system. 
Our  "total  radiology  system”  is  designed  to  complement  your  practice  in  terms  of  conven- 
ience as  well  as  diagnostic  and  treatment  effectiveness 


GREENBERG  RADIOLOGY  INSTITUTE 

1535  Park  Avenue  West  • Highland  Park,  Illinois  • 60035 
(312)  831-0500 


IRVING  M.  GREENBERG.  M.D. 

Diplomate  American  Board  ol  Radiology 
Diplomate  American  Board  ol  Nuclear  Medicine 


BRENT  M.  GREENBERG.  M.D. 

Diplomate  American  Board  of  Radiology 


MARK  GREENBERG,  M.D. 

Diplomate  Amencan  Board  ot  Radiology 
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Splenic  abscesses  are  rarely  encountered  in  clinical  practice  and  often 
go  unrecognized  or  are  discovered  incidentally.  Twenty-one  percent  of 
splenic  abscesses  were  diagnosed  only  at  autopsy.^  Autopsy  incidence 
has  been  placed  at  0. 14%-0. 7%, ' with  a mortality  of  60%-100%.  This 
case  report  describes  the  clinical  presentation  and  management  of  a 
patient  with  a splenic  abscess  and  three  liver  abscesses.  Each  liver 
abscess  was  drained  percutaneously,  and  a splenectomy  was  performed 
for  treatment  of  the  splenic  abscess. 

While  percutaneous  drainage  of  pyogenic  liver  abscesses  is  a generally 
accepted  procedure,  this  is  not  the  case  with  splenic  abscesses.  This 
article  reviews  the  literature  on  splenic  abscesses,  defines  the  criteria 
and  describes  the  advantage  of  percutaneous  drainage. 


A 48-year-old  black  male  was  admit- 
ted with  a six-week  history  of  right 
upper  quadrant  pain  and  fever.  The 
patient  had  been  hospitalized  three 
weeks  prior  for  chest  and  right 
upper  quadrant  pain.  Cardiac 
enzymes  and  a technetium  pyro- 
phosphate myocardial  scan  con- 
firmed the  presence  of  a subendo- 
cardial myocardial  infarct.  One 
week  prior  to  the  present  admis- 
sion, the  patient  was  evaluated  in 
the  emergency  room  for  shortness 
of  breath,  and  was  found  to  be 
hypoxic  with  scattered  rales  on  aus- 
cultation. Chest  x-ray  showed  bibas- 
al  plate-like  atelectasis.  He  was 
treated  with  erythromycin,  but 
worsening  of  symptoms  prompted 
the  present  admission.  The  patient 
appeared  toxic  and  was  in  mild 
respiratory  distress.  He  was  febrile, 
with  a temperature  of  101.7°F;  his 
pulse  rate  was  1 16/min  and  respira- 
tory rate  was  28/min.  Scattered 
rales  were  heard  on  auscultation 


and  there  were  no  cardiac  mur- 
murs. The  liver  was  palpable  4cm 
below  the  costal  margin  and  the 
splenic  tip  was  just  palpable,  but 
non-tender.  Serum  albumin  was 
2.6gm/dl  with  a reversal  of  the 
albumin  globulin  ratio.  Serum  alka- 
line phosphates  were  elevated  at 
194U  (normal  115),  WBC  count 
was  22,500  with  88%  polymorpho- 
nuclear cells.  Serial  blood  and  urine 
cultures  were  negative.  Chest  x-ray 
showed  bibasal  plate-like  atelectasis, 
without  elevation  of  the  diaphragm. 
Abdominal  radiographs  were  unre- 
markable. 

Ultrasound  examination  of  the 
right  upper  quadrant  revealed  a 
9 X 10cm  complex  septated  mass 
in  the  right  lobe  of  the  liver.  Com- 
puted tomography  of  the  abdomen 
revealed  a similar  multiloculated 
mass.  Under  CT  guidance,  using  a 
9.5  French  size  Sacks  catheter,  more 
that  350ml  of  purulent  material 
was  drained  from  the  largest  cavity. 


Contrast  material  injected  after 
drainage  proved  that  the  other  two 
cavities  were  separate.  (Figure  1) 
These  were  then  drained  and  35ml 
and  15ml,  respectively,  were  aspi- 
rated from  each.  Cultures  grew  Bac- 
teroides  oralis  and  Bacteroides  fragilis. 
Computed  tomography  also  re- 
vealed a 4cm  radiolucent  nonen- 
hancing mass  in  the  spleen,  an  area 
not  examined  by  ultrasound.  Percu- 
taneous drainage  was  deferred  as 
gastroenterology  and  surgery  con- 
sults unanimously  favored  surgery. 
When  the  patient  did  not  defer- 
vesce  three  days  following  percuta- 


Figure  1 

CT  examination  shows  three  abscess 
cavities  in  the  right  lobe  of  the  liver. 
Contrast  material  injected  into  the 
largest  cavity  shows  non-communica- 
tion with  the  two  more-posteriorly 
situated  abscess  cavities  which  were 
each  independently  drained.  A 4cm- 
radiolucent  defect  is  Identified  in  the 
spleen. 
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Figure  2 

A repeat  CT  examination  18  days  after 
splenectomy  shows  the  liver  ab- 
scesses have  resolved. 


Table  I: 

Splenic  Abscesses  Percutaneously  Drained 

A Partial  Review  of  the  Literature 


Author’s  Name 

Solitary 

Abscess 

Multiple 

Abscess 

Total  # 

Surgery 

Death 

(Successful/Total  Number  Drained) 

Moss— 1980‘“ 

1/1 

0 

1 

0 

0 

Beckman — 1983^ 

1/1 

0 

1 

0 

0 

Gerzoff— 1985^ 

3/5 

0/3 

8 

5 

? 

Lerner — 1984* 

2/2 

0 

2 

0 

0 

Kreel— 1985" 

1/1 

0 

1 

0 

0 

Wernecke — 1985’ 

1/1 

0 

1 

0 

0 

neous  drainage  of  the  liver 
abscesses,  a splenectomy  was  per- 
formed. The  spleen  weighed 
146gms  and  a central  defect  was 
seen  on  cut  section.  Microscopic 
examination  revealed  a dense  inhl- 
tration  with  acute  and  chronic 
inflammatory  cells.  Areas  of  hemor- 
rhage were  seen,  in  addition  to 
gram  positive  and  gram  negative 
bacteria. 

The  patient  recovered  unevent- 
fully and  was  discharged  22  days 
after  surgery.  A repeat  CT  scan  18 
days  after  splenectomy  showed  a 
well-regenerated  liver  with  no  evi- 
dence of  abscess.  (Figure  2)  Retro- 
spectively, the  history  of  a shoulder 
abscess  drained  four  weeks  prior  to 
this  hospitalization  was  obtained. 

Discussion 

This  case  of  a splenic  abscess  with 
concomitant  liver  abscesses  illus- 
trates that  while  percutaneous 
drainage  of  liver  abscesses  has  been 
widely  accepted,  this  has  not  been 
true  with  the  rarer  splenic 
abscess. Percutaneous  drainage 
of  splenic  abscesses  has  been 
described  in  the  literature  since 
1980,  with  14  cases  reported  at  this 
writing.  (Table  1)  It  was  shown  that 
solitary  abscesses  had  an  excellent 
response,  while  multiple  abscesses 
had  a lower  success  rate. 

This  presentation  typifies  the 
reluctance  of  the  clinician  to  try  the 
less  invasive,  but  perhaps  equally 
efficacious,  percutaneous  approach 
in  draining  splenic  abscesses.^  Inex- 
perience, limited  success  rates 
(blamed  on  multiloculated  ab- 


scesses), the  use  of  small  catheters 
and  the  fear  of  inducing  bleeding 
have  all  contributed  to  the  luke- 
warm response  to  this  therapeutic 
modality.^’^ 


Traditional  measures  mandate 
surgical  management,  namely  a 
splenectomy,  as  the  mainstay  of 
treatment. This  patient  had  an 
uneventful  course  following  a sple- 


Figure  3 

Corona!  reconstruction  of  the  upper  abdominal  CT  shows  the  liver  abscesses 
before  drainage.  The  reconstructed  image  shows  to  better  advantage  a safe 
access  route  for  percutaneous  drainage  of  the  splenic  abscess  (arrow)  just 
above  a rib  and  below  the  pleural  reflection. 
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iicctoiny  despite  a recent  subendo- 
cardial myocardial  infarct.  I'he 
splenic  abscess  was  unilocular,  with- 
out a splenic  rind  to  be  traversed  by 
the  draining  catheter,  and  had  a 
safe  access  route  free  of  intervening 
bowel  or  pleura,  (f  igure  3)  In  retro- 
spect, the  ab.scess  met  all  criteria  for 
percutaneous  drainage,  and  in  view 
of  the  clinical  setting,  would  have 
offered  a lower  morbidity.’’®  The 
risks  of  overwhelming  post- 
splenectomy infections  have  been 
highlighted  in  recent  years.  In  addi- 
tion to  a shorter  hospitalization, 
percutaneous  drainage  preserves 
splenic  tissue.  Splenectomy  should 
be  reserved  for  percutaneous  drain- 
age failures,  which  appear  to  be 
higher  with  multiloculated  ab- 
scesses than  with  solitary  splenic 
abscesses.^ 

When  a solitary  splenic  abscess 
with  a safe  access  route  is  identified, 
an  attempt  should  be  made  to  drain 
it  percutaneously.  Because  the 
ultrasound  examination  of  this 
patient  did  not  include  the  spleen, 
the  lesion  was  not  detected.  Ultra- 
sound examinations  have  anatomic 
and  physiologic  limitations  and 
results  may  vary  according  to  the 
skill  of  the  operator  and  interpret- 
er.^® Computed  tomography  can  be 
a better  guide  than  ultrasound  in 
the  detection  of  abscesses  and  in 
mapping  an  ideal  route  for  drain- 

age_5.6.9 

Patients  at  high  risk  for  develop- 
ing splenic  abscesses  include  those 
with  subacute  bacterial  endocardi- 
tis, diabetes  mellitus,  trauma,  intra- 
venous drug  abuse,  hemoglobinop- 
athies, skin  sepsis  and  urinary  or 
upper  respiratory  tract  sepsis.’  This 
patient  did  not  meet  any  of  these 


criteria  and,  except  for  the  history 
of  a shoulder  abscess,  no  other 
predisposing  factor  could  be  identi- 
fied. A detailed  gastrointestinal 
work-up  after  discharge  did  not 
contribute  any  further  information. 
A high  index  of  suspicion  is  manda- 
tory in  the  detection  of  this  elusive, 
but  fortunately,  rare  disease.  A 
caref  ul  evaluation  of  each  case  with 
close  communication  between  the 
interventional  radiologist  and  the 
surgeon  should  be  undertaken  to 
allow  for  the  most  beneficial  deci- 
sion. i 
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ORIGINAL  COMMUNICATION 


Hemorrhagic 

Metastatic 

Melanoma 


By  Mohammad  Naseem,  M.D.,  Ramakrishna  Devasthaei,  M.D., 
Mohammad  Sarwar,  M.D. /Chicago 


Malignant  melanoma  is  the  third  most  frequent  metastatic  disease  in 
the  central  nervous  system.  Many  studies  have  shown  that  cerebral 
metastases  from  malignant  melanoma  are  frequently  hemorrhagic. 
Non-neoplastic  multiple  intracerebral  hematomas  are  rare/  but  manifold 
lesions  usually  suggest  metastatic  tumor.  The  following  is  reported  for 
its  somewhat  atypical  presentation,  resulting  in  delayed  diagnosis. 


J.B.,  a 27-year-old-male,  was  seen  in 
our  institution’s  emergency  room 
following  blunt  head  trauma.  Four 
weeks  prior  to  admission,  the 
patient  had  been  treated  for  trauma 
at  another  hospital.  Physical  exam 
and  initial  labs  were  unremarkable. 
Noncontrast  and  contrast  CT  scans 
of  the  head  at  that  time  showed 
hemorrhagic  lesions  in  the  right 
frontal  and  temporal  lobes,  (Figure 
lA)  and  left  cerebellar  hemisphere. 
(Figure  IB).  Enhancement  of  the 
left  cerebellar  lesions  were  ques- 
tionable. In  view  of  the  history  of 
trauma,  emergency  surgical  drain- 
age of  the  right  temporal  lobe  and 
left  cerebellar  lesions  was  perform- 
ed. No  biopsy  was  taken  and  patho- 
logical specimen  was  interpreted  as 
blood  clot.  A postoperative  bilateral 
carotid  arteriogram  revealed  an 
abnormal  area  of  vascularity  in  the 
left  cerebellar  hemisphere  with  an 
early  draining  vein.  This  was  inter- 
preted as  neoplastic  vascularity.  A 
noncontrast  postoperative  CT  scan 
was  unremarkable.  The  patient  was 
discharged  after  an  unremarkable 
postoperative  recovery. 


One  month  later  the  patient  was 
readmitted  with  complaints  of  nau- 
sea, vomitting,  frontal  headaches 
and  anorexia.  A plain  CT  scan  at 


this  time  again  showed  hemorrhagic 
lesions  in  the  right  temporal  and 
left  cerebellar  areas,  but  right  fron- 
tal lobe  hemorrhage  was  resolved. 
(Figure  2)  The  patient  denied  hav- 
ing had  recurrent  trauma  prior  to 
this  admission.  A left  occipital  cra- 
niotomy was  performed  and  a biop- 
sy of  the  cerebellar  lesion  was  taken. 
This  was  initially  reported  as  poorly- 
differentiated  melanotic  cells.  A 
search  for  the  primary  tumor  was 


Figure  1A  (left)  and  B (above) 
Noncontrast  CT  scans  demonstrate  hematomas  in  the  right  frontal  lobe  (A)  and 
left  cerebellar  hemisphere  (B). 
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Figure  2 

Noncontrast  CT  scan  depicts  recur- 
rence of  bleeding  in  the  left  cerebellar 
hemisphere  and  right  temporal  lobe 
lesions  (arrows). 


unsuccessful  and  no  other  metastat- 
ic deposits  were  found. 

Discussion 

Eighteen  percent  of  cerebral 
neoplasms  are  metastases.  Of  these, 
5%-10%  are  from  melanoma.'^  In 
order  of  frequency,  tumors  most 
inclined  to  develop  such  hemor- 
rhages are:  metastatic  choriocarci- 
noma, melanoma,  bronchogenic 
carcinoma  and  hypernephroma.®  ' 

Hemorrhage  has  been  observed 
in  a variety  of  primary  and  second- 
ary neoplasms.  In  one  series,  six  out 
of  eight  tumors  with  massive  bleed- 
ing were  metastatic  in  origin,  and 
four  out  of  these  six  were  hemor- 
rhagic metastatic  disease.®  The 
underlying  pathology  included  cho- 
riocarcinoma (three  cases),  bron- 
chogenic carcinoma  (eight  cases), 
and  one  case  each  of  hypernephro- 


ma, larvngeal  epidermoid  carcino- 
ma, embrvonal  carcinoma  of  the 
testicle  and  carcinoid  tumor. 

Our  patient  presented  with  a def- 
inite history  of  trauma,  and  prior 
historv  of  head  injury,  which  had 
been  treated  (methods  unknown)  at 
another  institution.  CT  examina- 
tion was  convincing,  but  clinical 
presentation  was  deceptive  and  led 
to  the  assumption  of  posttraumatic 
intracranial  hemorrhage.  There- 
fore, no  attention  was  given  to 
obtaining  multiple  biopsies  from 
the  margins  of  the  lesions  at  the 
time  of  the  hrst  surgical  explora- 
tion. 

Conclusion 

Metastatic  disease  may  present 
initially  as  intracerebral  hematoma. 
In  our  case,  although  CT  aroused  a 
suspicion  of  metastatic  disease,  the 
clinical  picture  was  atypical,  leading 
to  differing  opinions  and  causing 
delay  in  diagnosis.  Clinicians  should 
be  aware  of  atypical  clinical  presen- 
tation of  metastatic  disease,  which 
should  be  considered  a possibility 
whenever  the  bleeding  site  is  unusu- 
al and  clinical  picture  is  doubtful. 

If  emergency  evacuation  of  the 
hematoma  is  contemplated,  multi- 
ple biopsies  should  be  obtained  at 
the  margins  of  the  lesion  and  all 
contents  should  be  evaluated  patho- 
logically. i 
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Anuria  Caused 
by  Renal 
Artery  Stenosis 


By  Mark  A.  Raliter,  M.D.,  F.A.C.S. /Rockford 


A case  of  reversible  acute  anuria  secondary  to  renal  artery  stenosis 
associated  with  contralateral  renal  artery  occlusion  is  presented.  The 
literature  is  reviewed  relative  to  acute  anuria  on  the  basis  of  renal  artery 
occlusion  or  stenosis.  The  latter  is  a relatively  infrequent  cause  of  this 
problem.  The  role  of  blood  pressure  reduction  as  a precipitating  factor  is 
emphasized. 


Renovascular  disease  is  well  known 
as  a cause  of  hypertension,  and  is 
also  recognized  as  a cause  of  renal 
failure.  These  conditions  may  occur 
with  occlusion  or  critical  stenosis  of 
the  renal  artery,  and  renal  failure 
may  become  clinically  manifest  in 
the  presence  of  bilateral  renal 
artery  disease,  or  with  unilateral 
involvement  of  the  artery  to  a soli- 
tary functioning  kidney.  Acute 
anuria  has  been  reported  in  this 
setting,  most  commonly  due  to 
complete  renal  artery  occlusion. 
The  cause  of  this  occlusion  may  be 
either  embolic  or  thrombotic.  Less 
commonly  reported  is  anuria  sec- 
ondary to  renal  artery  stenosis.  The 
following  report  documents  such  a 
case,  which  was  successfully  re- 
versed with  aorto-renal  bypass 
grafting. 

Case  Report 

A 79-year-old  woman  presented 
to  the  emergency  room  with  a four 
day  history  of  abdominal  pain,  nau- 
sea and  emesis.  Her  history  includ- 
ed a diagnosis  of  hypertension,  and 
heavy  cigarette  smoking.  On  exami- 
nation, she  was  afebrile.  Blood  pres- 


sure was  250/134.  A systolic  ejec- 
tion murmur  was  noted.  Her  abdo- 
men was  tender  in  all  quadrants.  No 
bruits  were  noted.  Pedal  pulses 
were  not  palpable.  Admission  labo- 
ratory data  included:  hematocrit 
46,  hemoglobin  15,  WBC  10,100, 
BUN  42,  creatinine  6.8,  sodium 
136,  potassium  5.1,  glucose  223, 
amylase  55.  Her  presentation  was 
felt  to  be  consistent  with  cholecysti- 
tis, as  well  as  severe  hypertension. 

She  was  admitted  to  the  intensive 
care  unit  and  treated  with  nitro- 
prusside,  hydralazine,  and  nifedi- 
pine, resulting  in  a decrease  in 
blood  pressure  to  160/100.  Al- 
though initially  alert,  she  became 
obtunded,  and  then  comatose.  Next 
she  became  anuric,  and  received 
furosemide,  mannitol,  and  further 
intravenous  hydration  without  im- 
provement. After  two  days,  the 
patient  remained  anuric.  Her  BUN 
had  increased  to  68,  and  serum 
creatinine  to  9.6. 

An  ultrasound  scan  revealed  an 
1 1 -centimeter  right  kidney,  and  an 
8-centimeter  left  kidney.  A reno- 
gram revealed  little  uptake  by  the 
right  kidney,  and  none  by  the  left. 


An  arteriogram  demonstrated  a 
high  grade  stenosis  at  the  orifice  of 
the  right  renal  artery,  with  com- 
plete occlusion  of  the  left  renal 
artery. 

Following  completion  of  these 
studies,  the  patient  underwent 
hemodialysis,  and  subsequently  an 
aorto-right  renal  artery  bypass  was 
constructed,  using  a saphenous  vein 
graft.  No  thrombus  was  found  in 
the  renal  artery.  A cholecystectomy 
was  done  concomitantly  for  calcu- 
lous cholecystitis.  Within  several 
hours  of  the  procedure,  urine  out- 
put returned.  Initially  this  was 
scant,  but  the  volume  steadily 
increased.  Blood  pressure  was 
maintained  in  the  normal  range, 
initially  with  the  aid  of  intravenous 
nitroglycerine.  She  was  dialyzed 
once  postoperatively. 

By  the  twelfth  day  her  BUN  was 
26  and  creatinine  was  1.8.  Her 
mental  status  also  was  markedly 
improved.  She  was  discharged  on 
the  thirteenth  postoperative  day, 
with  urine  volume  in  the  normal 
range  and  satisfactory  blood  pres- 
sure control  on  oral  medications. 

Discussion 

Renal  viability  may  be  main- 
tained by  a perfusion  pressure 
below  that  which  is  necessary  for 
the  formation  of  urine,  as  was  dem- 
onstrated in  dogs  in  1955.'  Subse- 
quent reports  have  confirmed  the 
clinical  relevance  of  this  phenome- 
non. In  1962,  a series  of  eight 
patients  with  renovascular  hyper- 
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tension  and  azotemia  was  pub- 
lished.'^ Each  of  these  patients  had 
-either  bilateral  renal  artery  stenosis, 
or  unilateral  stenosis  in  the  absence 
of  a contralateral  kidney.  Following 
unilateral  revascularization  the  ma- 
jority had  control  of  hypertension, 
and,  significantly,  all  were  noted  to 
have  improved  renal  function. 

I Thus,  the  reversibility  of  chronic 
renal  failure  due  to  renovascular 
! disease  was  documented. 

In  1965,  a report  appeared  of  a 
patient  with  atherosclerotic  nar.  ow- 
ing of  the  renal  artery,  four  years 
after  removal  of  the  contralateral 
kidney  for  hypertension.^  Recur- 
rent hypertension  had  developed, 
and  subsequently,  the  stenosis  had 
been  documented  to  progress  to 
thrombosis  with  anuria.  A recon- 
structive procedure  successfully 
'reversed  this  problem,  demonstrat- 
ing that  anuria  was  not  proof  of 
irreversible  kidney  damage.  This 
jwas  felt  to  be  due  to  maintenance  of 
renal  viability  from  collateral  circu- 
lation. Further  reports  of  similarly 
(reversible  anuria  appeared,  typical- 
ly in  the  setting  of  renal  artery 
thrombosis  superimposed  upon 
previous  contralateral  nephrecto- 
'my.‘*'® 

' Additional  experience  was  ob- 
tained by  a 1982  report  of  six 
patients  with  renal  artery  occlusion 
and  anuria.^  All  had  restoration  of 
renal  function  by  revascularization. 
Emphasis  was  placed  on  the  con- 
cept of  pre-existing  stenosis  as  a 
stimulant  of  collateral  formation 
sufficient  to  maintain  viability. 
Assessment  of  patients  with  anuria 
lof  acute  onset  by  isotope  scanning 
and  arteriography  was  recommend- 
ed, in  order  to  detect  proximal 
renal  artery  disease  in  preparation 
/for  revascularization. 

A review  of  renal  artery  disease 
published  in  1985®  discussed  the 
spectrum  of  impairment  that  may 
be  seen  with  renal  artery  occlusion. 
This  ranges  from  hypertension  with 
impaired  renal  function,  to  hyper- 
tension without  renal  function,  to 
total  loss  of  viability  without  either 
hypertension  or  function.  There- 
I fore,  renal  function  after  occlusion 
is  never  normal,  but  the  degree  of 
■ impairment  is  variable,  depending 
( on  the  status  of  the  collateral  circu- 
I lation.  The  clinical  presentation  will 
i then  be  based  upon  this,  as  well  as 


the  condition  of  the  contralateral 
kidney.  The  authors  also  point  out 
that  if  clinical  improvement  in  renal 
function  is  to  be  achieved,  there 
must  be  evidetice  of  a concomitant 
increase  in  renin  secretioti.  That  is, 
if  there  is  no  hypertension,  no  func- 
tional improvement  can  be  expect- 
ed. 

Acute  anuria  due  to  renal  artery 
stenosis,  as  opposed  to  occlusion, 
has  been  much  less  frequently 
noted,  and  forms  the  basis  for  the 
present  report.  The  above  discus- 
sion of  pathophysiology  also  per- 
tains to  such  patients.  Of  course, 
viability  may  be  maintained  in  part 
by  flow  through  the  stenotic  vessel, 
as  well  as  from  the  collateral  bed. 

Two  patients  with  acute  anuria 
caused  by  renal  artery  stenosis  were 
reported  in  1976.®  As  the  authors 
of  that  paper  discuss,  approximate- 
ly a 70%  reduction  in  luminal  diam- 
eter is  thought  to  be  necessary  to 
significantly  decrease  organ  perfu- 
sion. A moderate  diminution  in 
flow  may  cause  hypertension  with 
minimal  functional  change,  while  a 
further  decrease  may  cause  func- 
tional loss  as  well.  This  may  be 
initially  reversible,  and  later 
progress  to  irreversibility.  Thus,  a 
narrow  spectrum  of  anatomic  pro- 
gression may  be  associated  with  a 
wide  spectrum  of  functional  distor- 
tion. 

A 1985  report  also  documents 
two  patients  with  anuria  associated 
with  stenosis.'®  According  to  these 
authors,  this  rare  event  occurs  in 
atheromatous  patients  with  severe 
hypertension,  in  whom  the  onset  of 
anuria  follows  a fall  in  blood  pres- 
sure. Relevant  to  this,  the  patient  in 
the  present  report  was  presumably 
dehydrated  at  the  time  of  her 
admission,  due  to  an  ongoing  epi- 
sode of  cholecystitis.  When  control 
of  her  severe  hypertension  was 
achieved,  anuria  promptly  ensued. 

If  stenosis  is  demonstrated  in  the 
artery  to  a solitary  functional  kid- 
ney, revascularization  should  be 
considered  before  dysfunction  oc- 
curs. This  may  avoid  loss  of  signifi- 
cant renal  mass,  and  a potentially 
overwhelming  threat  to  life.  Howev- 
er, experience  has  demonstrated 
that  revascularization  should  still  be 
performed  in  cases  where  function 
has  been  lost,  similar  to  this  patient, 
as  long  as  there  is  evidence  of  viabil- 
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ity.  This  may  be  the  case  even  after  a 
significant  delay,  and  coexisting 
renovascular  hypertension  is  help- 
ful in  making  this  determination. 
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THE  VIEWBOX 

Contributing  Editor  Terrence  C.  Demos,  M.D.,  Professor  of  Radiology,  Department  of  Radiology, 
Loyola  University  Stritch  School  of  Medicine 


This  month's  Viewbox  was  contributed  by  Paul  W.  Finnegan,  M.D.,  C.M.,  department  of  radiology,  Loyola 
University  Medical  Center,  Maywood. 


This  38-year-old  man  with  leukemia  (AML),  currently  receiving 
chemotherapy,  developed  right  lower  quadrant  abdominal  pain  and 
blood  in  stool.  He  has  right  lower  quadrant  tenderness.  In  addition,  a 
mass  was  palpated  in  the  same  area. 


Figure  1 

Supine  view  of  the  abdomen.  There  is 
thickening  of  the  wall  of  the  ascend- 
ing colon  (arrow). 


Figure  2 
Abdominal  CT. 


(A)  The  cecal  wall  is  thickened  (ar- 
row). 


(B)  The  wall  of  the  ascending  colon  is 
thickened  (arrow). 


Your  diagnosis? 

1 . Periappendiceal  abscess 

2.  Intramural  hemorrhage  of  the 
cecum 

3.  Neutropenic  typhlitis 

4.  Ogilvie’s  syndrome  involving 
the  cecum 

5.  Pneumatosis  intestinalis  of  the 
cecum 


(continued  on  page  52) 
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The  benefit  of  antianglnal 
proteeHon  plus  safety... 


^ARDIZEM 


AFUUBtUFE 

A remarkable  saUty profile'  * 

The  low  incidence  of  side  effects  with  Cardizem  allows  patients  to  feet  better. 

Protection  against  angina  attacks' ^ ^ * 

The  predictable  efficacy  of  Cardizem  in  stable  exedlonol*  and  vasospastic 
angina  allows  patients  to  do  more. 

A decrease  In  myocardial  oxygen  demand 

Resulting  from  a lowered  head  rote-blood  pressure  product  ^ 

Compatible  with  ether  antlanglnals*^ 

Safe  In  angina  with  coexisting  hypertension, 
CORD,  asthma,  or  PW^^* 

*CARDIZEM'‘  ( diltiazem  HO)  is  indicated  m the  treatment  ot  angina  pectoris  due  to  coronary  odery  spasm  and  in  the 
management  ol  chronic  stable  angina  ( classic  efiort-associated  angina ) in  patients  who  cannot  tolerate  therapy  with 
beta-blockers  and/or  nitrates  or  who  remain  symptomatic  despite  adequate  doses  ol  these  agents 

*See  Warnings  and  Precautians 

Please  see  brief  summary  of  prescribing  information  on  the  next  page 


diltiazem  HCI/Marion 


0453S7 


CARDIZEIHf  ^^ntiamginal  protection 


diltiazem  HCI/Marion  PUTS  SAFETY 


Usual  maintenance  dosage  range:  180-360  mg/doy 


Brief  Summary 

Professional  Use  Information 


CARDIZEM" 

(dilfiazem  HCI)  30  mg.  60  mg,  90  mg.  and  1 20  mg  Tablefs 


CONTRAINDICATIONS 

CARDIZEM  IS  contraindicated  in  (I ) patients  with  sick 
sinus  syndrome  except  in  the  presence  of  a tunctioning 
ventricular  pacemaker.  (2)  patients  with  second-  or 
third-degree  A V block  except  in  the  presence  of  a functioning 
ventricular  pacemaker,  and  (3)  patients  with  hypotension 
(less  than  90  mm  Hg  systolic) 


WARNINGS 

t Cardiac  Conduction.  CARDIZEM  prolongs  A V node 
refractory  periods  without  significantly  prolonging 
sinus  node  recovery  lime,  except  in  patients  with  sick 
sinus  syndrome  This  effect  may  rarely  result  In 
abnormally  slow  heart  rates  (particularly  in  patients 
with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (SIX  of  1.243  patients  tor  0 48%)  Concomi- 
tant use  of  diltiazem  with  beta-blockers  or  digitalis 
may  result  in  additive  effects  on  cardiac  conduction  A 
patient  with  Prinzmetal's  angina  developed  periods  of 
asystole  (2  to  5 seconds)  after  a single  dose  of  60  mg 
of  diltiazem 

2 Congestive  Heart  Failure.  Although  diltiazem  has  a 
negative  inotropic  effect  in  isolated  animal  tissue 
preparations,  hemodynamic  studies  in  humans  with 
normal  ventricular  function  have  not  shown  a 
reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt) 

Experience  with  the  use  of  CARDIZEM  alone  or  in 
combination  with  beta-blockers  in  patients  with 
impaired  ventricular  funclion  is  very  limited  Caution 
should  be  exercised  when  using  the  dnjg  in  such 
patients 

3 Hypotension.  Decreases  in  blood  pressure  associated 
with  CARDIZEM  therapy  may  occasionally  result  in 
symptomatic  hypotension. 

4 Acute  Hepatic  Injury.  In  rare  instances,  significant 
elevations  in  enzymes  such  as  alkaline  phosphatase, 
CPK,  LDK  SCOT  SGPT.  and  other  symptoms 
consistent  with  acute  hepatic  injury  have  been  noted 
These  reactions  have  been  reversible  upon  discontin- 
uation of  drug  therapy  The  relationship  to  CARDIZEM  is 
uncertain  in  most  cases,  but  probable  in  some  (See 
PRECAUTIONS) 


oral  doses  of  125  mg/kg  and  higher  in  rats  were  associated 
with  histological  changes  in  the  liver  which  were  reversible 
when  the  drug  was  discontinued  In  dogs,  doses  of  20 
mg/kg  were  also  associofed  with  hepatic  changes,  however, 
these  changes  were  reversible  with  continued  dosing. 

Drug  Interaction.  Pharmacologic  studies  indicate  that 
there  may  be  additive  effects  in  prolonging  AV  conduction 
when  using  beta-blockers  or  digitalis  concomitantly  with 
CARDIZEM  (See  WARNINGS  ) 

Controlled  and  uncontrolled  domestic  studies  suggest  that 
concomitant  use  of  CARDIZEM  and  beta-blockers  or  digitalis 
IS  usually  well  tolerated  Available  data  are  not  sufTicient, 
however,  to  predict  the  effects  of  concomitant  treatment 
particularly  in  patients  with  left  ventricular  dysfunction  or  car- 
diac conduction  abnormalities  In  healthy  volunteers, 
diltiazem  has  been  shown  to  increase  serum  digoxin  levels 
up  to  20% 

Carcinogenesis,  Mutagenesis,  Impairment  of  Ferfilily. 

A 24 -month  study  in  rats  and  a 2 1 -month  study  in  mice 
showed  no  evidence  of  carcinogenicity  There  was  also  no 
mutagenic  response  in  in  vitro  bacterial  tests.  No  intrinsic 
effect  on  fertility  was  observed  in  rots 

Pregnancy.  Category  C.  Reproduction  studies  hove  been 
conducted  in  mice,  rats,  and  rabbits  Administration  of  doses 
ranging  from  five  to  ten  times  greater  (on  a mg/kg  basis) 
than  the  daily  recommended  therapeutic  dose  has  resulted  in 
embryo  and  fetal  lethality  These  doses,  in  some  studies, 
hove  been  reported  to  cause  skeletal  abnormalities  In  the 
perinatol/postnatal  studies,  there  was  some  reduction  in 
early  individual  pup  weights  and  survival  rates  There  was 
an  increased  incidence  of  stillbirths  at  doses  of  20  times  the 
human  dose  or  greater 

There  ore  no  well-controlled  studies  in  pregnant  women, 
therefore,  use  CARDIZEM  in  pregnant  women  only  if  the 
potential  benefit  justifies  the  potential  risk  to  the  fetus 

Nursing  Mothers.  Diltiazem  is  excreted  in  human  milk 
One  report  suggests  that  concentrations  in  breast  milk  may 
approximate  serum  levels  If  use  of  CARDIZEM  is  deemed 
essential,  an  alternative  method  of  infant  feeding  should  be 
instituted 

Pediatric  Use.  Safety  and  effectiveness  in  children  have 
not  been  established 


PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is 
extensively  metabolized  by  the  liver  and  excreted  by  the 
kidneys  and  in  bile  /Is  with  any  new  drug  given  over 
prolonged  periods,  laboratory  parameters  should  be  moni- 
tored at  regular  intervals  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function  In 
subacute  and  chronic  dog  and  rat  studies  designed  to 
produce  toxicity,  high  doses  of  diltiazem  were  associated 
with  hepatic  damage.  In  special  subacute  hepatic  studies, 


ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies 
carried  out  to  ddle,  but  it  should  be  recognized  that  patients 
with  impaired  ventricular  function  and  cdrdiac  conduction 
abnormalities  hove  usually  been  excluded 

In  domestic  placebo-controlled  trials,  the  incidence  of 
adverse  reactions  reported  during  CARDIZEM  therapy  was 
not  greater  than  that  reported  during  placebo  therapy 

The  following  represent  occurrences  observed  in  clinical 
studies  which  can  be  at  least  reasonably  associated  with  the 
pharmacology  of  calcium  influx  inhibition  In  many  coses, 
the  relationship  to  CARDIZEM  has  not  been  established.  The 
most  common  occurrences  as  well  as  their  frequency  of 
presentation  are  edema  (2  4%),  headache  (2. 1%), 
nausea  (I  9%),  dizziness  (I  5%),  rash(l  3%),  asthenia 
(!  2%)  In  addition,  the  following  events  were  reported 
infrequently  (less  than  1%). 


□ 60  mg  □ 90  mg 
□ 120  mg 

-ficL 


Cardiovascular  Angina,  arrhythmia,  AV  block  (first 

degree),  AV  block  (second  or  third  degree 
— see  conduction  warning),  bradycar- 
dia, congestive  heart  failure,  flushing, 
hypotension,  palpitations,  syncope 
Nervous  System  Amnesia,  gait  abnormality,  hallucina- 
tions, insomnia,  nervousness,  paresthe- 
sia, personality  change,  somnolence, 
tinnitus,  tremor 

Gastrointestinal  Anorexia,  constipation,  diarrhea, 

dysgeusia,  dyspepsia,  mild  elevations  of 
alkotine  phosphatase,  SCOT  SGPT,  and 
LDH  (see  hepatic  warnings),  vomiting, 
weight  increase. 

Dermatologic  Pelechiae,  pruritus,  photosensitivity, 

urticaria. 

Other  Amblyopia,  dyspnea,  epistaxis,  eye 

imtation,  hyperglycemia,  nasal  conges- 
tion, nocturia,  osteoarticular  pain, 
polyuria,  sexual  difficulties. 

The  following  posfmarketing  events  hove  been  reported 
infrequently  in  patients  receiving  CARDIZEM:  alopecia, 
gingival  hyperplasia,  erythema  multiforme,  and  leukopenia 
However,  a definitive  cause  and  effect  between  these  events 
and  CARDIZEM  therapy  is  yet  to  be  established 
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A periodic  update  on  new  activities  and  regulations  emanating  from  State  of  Illinois  governmental  agencies.  This 
information  was  gathered  through  corre.spondence  or  by  ISMS  representatives  and  staff  who  attend  meetings  on  behalf  of 
Illinois  physicians. 


From  the  Department  of  Public 
Health  (IDPH) 


Incidence  of  AIDS  in  Illinois 

The  overall  incidence  of  reported  AIDS  cases  in  Illinois 
increased  by  1 1 percent  between  September  30  and 
November  30.  This  increase  is  a result  of  the  applica- 
tion of  a new  CDC  case  debnition  to  cases  previously 
reported  to  IDPH. 

The  new  case  revisions  were  made  in  order  to 
simplify  the  definition  and  to  become  more  consistent 
with  current  diagnostic  practices.  The  new  revision 
includes  the  reporting  of  individuals  with  HIV  wasting 
syndrome  (ARC)  and  HIV  encephalopathy  (dementia 
complex).  Additional  opportunistic  infections  have 
been  added  to  the  list  of  indicator  illnesses. 

Patients  who  have  taken  immunosuppressive  medica- 
tions and  have  been  diagnosed  with  an  indicator  illness 
will  also  be  counted  as  cases,  provided  there  is  support- 
ing lab  evidence  of  HIV  infection.  Under  the  old  case 
definition,  these  individuals  were  not  included.  Meth- 
ods of  diagnosis  have  been  expanded  to  include  not 
only  the  definitive  methods,  but  presumptive  diagnosis 
of  several  indicator  illnesses  as  well. 

Forty  previously  submitted  cases  were  reviewed  and 
met  the  new  CDC  case  definition.  Fifty-three  new  cases 
were  submitted  during  the  month  of  October,  and  42 
in  November. 

Ai  of  November  30,  1987: 

Total  cases  of  AIDS  in  Illinois:  1,371 
Males:  1,312,  females:  59 
Chicago  residents:  985 
Chicago  metropolitan:  1 ,230 
Downstate  Illinois:  141 

Counties  with  10  or  more  cases:  Cook-1,133,  DuPage- 
32,  Lake-27,  Kane-23,  Will-15,  St.  Clair-15,  Cham- 
paign-13, Sangamon-12,  Madison-11,  Winnebago- 
11. 

(Source:  IDPH  AIDS  Surveillance  Coordinator) 

HIV  Testing  for  Marriage  License  Applicants 

Under  a new  Illinois  law  effective  January  1,  1988, 
within  30  days  of  requesting  a marriage  license,  couples 
must  obtain  a certificate  from  a physician  which  states 
they  have  been  tested  for  the  presence  of  HIV  infection 
and  have  received  the  results  of  such  tests. 

Each  party  tested  may  request  his  or  her  physician  to 
label  the  sample  so  as  to  preserve  confidentiality. 
Couples  may  be  examined  and  tested  by  separate 
physicians,  but  each  physician  must  report  the  test 


results  to  both  parties.  A negative  result  need  not  be 
communicated  to  the  parties  in  person. 

If  a test  has  been  confirmed  positive,  the  physician  is 
required,  before  issuing  the  certificate,  to  give  notice 
of  the  positive  result,  in  person,  to  both  parties  of  the 
proposed  marriage.  The  physician  must  also  provide 
the  couple  with  information  regarding  the  meaning  of 
a positive  result,  and  the  availability  of  further  testing 
and  counseling,  as  appropriate. 

The  law  requires  physicians  to  report  confirmed 
positive  results  of  HIV  tests  to  the  local  health  author- 
ity or  IDPH.  The  rules  developed  to  implement  this  law 
will  require  that  results  of  positive  tests  include  only  the 
patient’s  sex,  age,  race  or  ethnicity,  risk  factors  {e.g., 
homosexual  male,  IV  drug  user)  and  the  physician’s 
name  and  address.  Reporting  can  be  done  by  mail  or 
phone.  The  physician  is  to  maintain  the  confidentiality 
of  the  test  results  in  all  other  cases. 

The  certificate  signed  by  the  physician  and  given  to 
the  county  clerk  does  not  include  test  results.  It  only 
confirms  that  the  test  has  been  performed  and  the 
parties  have  been  notified  of  the  results. 

A brochure  describing  the  testing  requirements  of 
the  Illinois  Marriage  Act  will  be  sent  to  all  physicians. 
This  brochure,  which  can  be  used  in  counseling  the 
patient,  can  be  ordered  in  quantity  from  IDPH  or 
county  clerks  and  distributed  to  interested  patients. 
(Source:  Letter  to  physicians  from  the  Director  of  IDPH) 

HIV  Testing  for  Insurance  Purposes 

Another  new  Illinois  law  deals  with  HIV  testing  for 
those  who  apply  for  insurance.  Under  this  law,  physi- 
cians who  perform  insurance  physicals  should  note  that 
HMOs,  insurance  companies,  fraternal  benefit  soci- 
eties and  other  insurers  which  require  that  an  insured 
patient  or  applicant  for  new  or  continued  insurance  be 
tested  for  HIV  infection  must:  (I)  give  the  patient/ 
applicant  prior  written  notice  of  such  requirement;  (2) 
obtain  a written  authorization  of  the  patient/applicant 
to  proceed  with  the  testing,  and  (3)  keep  the  results 
confidential. 

While  notice  of  an  adverse  underwriting  decision 
may  be  given  to  any  interested  party,  the  insurer  may 
only  disclose  the  HIV  test  result  to  a physician  desig- 
nated by  the  patient/applicant.  Any  such  disclosure 
must  be  made  in  a manner  which  assures  confidential- 
ity. 

(Source:  Sec.  20.1  of  the  AIDS  Confidentiality  Act) 

HIV  Pre-Test  Information 

A third  new  HIV  testing  law  deals  with  the  information 
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and  process  required  to  perform  an  HIV  test  in 
situations  not  involving  marriage  licenses,  insurance 
physicals,  organ  donations  or  research  (where  the 
identity  of  patient  is  not  known). 

This  law  states  that  a physician  who  orders  an  HIV 
test  must  make  available  to  the  patient  the  following 
information  prior  to  performing  the  test:  (1)  a descrip- 
tion of  the  meaning  of  the  test  results  (such  as  purpose, 
potential  use  and  limitations  of  the  test  and  results);  (2) 
availability  of  additional  confirmatory  tests  and  (3) 
availability  of  referrals  for  further  information  or 
counseling  if  appropriate. 

The  physician  must  obtain  a written,  informed  con- 
sent from  the  patient  or  the  patient’s  legally  authorized 
representative.  The  consent  is  to  be  kept  in  the 
patient’s  medical  record.  IDPH  has  created  a model 
form  for  use  in  physician  offices. 

Any  patient  who  undergoes  an  HIV  test  has  the  right 
to  request  anonymity,  and  to  provide  consent  using  a 
coded  system  that  does  not  reveal  the  patient’s  identity 
with  the  test  result.  In  this  way  only  the  physician  knows 
whose  blood  was  tested  and  can  insure  that  the  results 
are  given  to  the  correct  patient. 

Under  this  law,  patient’s  identity  or  the  test  results 
may  be  disclosed  to  the  following  persons; 

1 . The  subject  of  the  test  or  the  subject’s  legally 
authorized  representative. 

2.  Any  person  designated  in  a legally  effective 
release  of  the  test  results,  executed  by  the 
patient. 

3.  An  authorized  agent  or  employee  of  the  physician 
or  hospital,  if  the  agent  or  employee  provides 
patient  care  or  handles  or  processes  specimens  of 
body  fluids  or  tissues,  and  if  the  agent  or  em- 
ployee has  a need  to  know  such  information;  this 
will  include  treating,  referring  and  consulting 
physicians. 

4.  IDPH,  in  accordance  with  rules  on  reporting. 

5.  A health  facility  or  provider  which  may  procure, 
process,  distribute  or  use  a human  body  part 
from  a deceased  person  for  medical  information 
on  the  patient,  or  semen  for  artificial  insemina- 
tion. 

6.  Hospital  committees  which  monitor  programs  or 
services. 

7.  A person  who  has  access  by  a court  order. 
(Source:  AIDS  Confidentiality  Act) 


From  the  Department  of 
Professional  Regulation 

New  Name  For  the  Department 

Starting  January  1,  1988,  the  Department  of  Registra- 
tion and  Education  will  be  renamed  the  “Department 
of  Professional  Regulation  (DPR).’’  This  change  was 
made  to  more  accurately  reflect  the  activities  of  the 
agency.  i 


YOCON' 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-1 6a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action;  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  If  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon ' is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning;  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.^  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.'' ^ 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence,  1 tablet  (5,4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vz  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 


bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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MEDICAL  NEWS 

Eugene  Rogers,  M.D.,  F.A.C.P.,  Contributing  Editor 


Chronic  dislocations  in  the  shoulder  are  a signihcant 
factor  in  constant  pain  and  disability  cases.  When  the 
humeral  head  shows  minimal  damage  only,  open  reduc- 
tions may  give  satisfactory  results.  When  the  humeral 
head  shows  severe  damage,  a prosthetic  replacement  is 
suggested.  Each  of  seven  patients  with  chronic  disloca- 
tions had  a prosthetic  replacement  with  a postoperative 
sling  and  swathe  and  early  mobilization.  No  patient 
experienced  a redislocation;  five  patients  had  good 
results  and  two  patients  had  fair  results.  (Pritchett,  J., 
Clark,  J.,  Clin  Orth  and  Related  Research  216:89-93, 
1987.) 


The  Ontario  Child  Health  Study  surveyed  3,294 
children  between  4-16  years  of  age  in  a general  com- 
munity for  psychiatric  and  social  adjustment  problems 
among  children.  Those  with  and  without  chronic  illness 
and  long  term  disability  were  compared.  It  was  found 
that  children  with  both  chronic  illness  and  associated 
disability  were  at  greater  than  threefold  risk  for  psychi- 
atric disorders  and  showed  greater  risk  for  social 
adjustment  problems.  Children  with  chronic  medical 
problems  but  without  a disability  had  a twofold 
increased  risk  for  psychiatric  disorders  but  no  signifi- 
cant risk  for  social  adjustment  problems.  The  authors 
suggest  a high  index  of  suspicion  by  primary  physicians 
in  the  psychiatric  evaluations  of  these  children.  (Cad- 
man,  D.,  et  ai:  Pediatrics  79:805-813,  1987.) 


Adjusted  subcutaneous  heparin  calcium  may  be  an 
effective  and  safe  alternative  to  continuous  intravenous 
heparin  calcium  in  the  initial  treatment  of  acute  proxi- 
mal deep  vein  thrombosis.  Pulmonary  embolism  risks 
were  noted  in  51%  of  patients  with  proximal  vein 
thrombosis  and  in  33%  of  patients  with  calf  vein 
thrombosis.  Heparin  doses  were  adjusted  and  based  on 
the  activated  partial  thromboplastin  time.  Fifty-one 
patients  received  the  subcutaneous  heparin  while  52 
received  the  intravenous  heparin.  (Doyle,  D.,  et  ai:  Ann 
IntMed  107:4,  441-45,  1987.) 


Acute  confusional  state  and  acute  agitated  delirium 
are  common  syndromes  after  infarction  of  the  middle 
cerebral  artery.  Twenty-five  of  41  patients  had  acute 
confusional  status  when  tested  within  three  days  of 
stroke  onset.  Recovery  was  good  except  for  five 
patients  who  continued  to  present  at  time  of  discharge, 
three  or  more  months  later.  Nineteen  (76%)  of  these  25 
cases  had  their  occlusion  in  the  right  middle  cerebral 
artery.  The  acute  confusional  state  correlated  highly 


with  damage  to  the  basal  ganglia  and  inferior  frontal 
gyrus.  Six  patients  (15%)  exhibited  acute  agitated 
delirium.  Their  lesions  were  located  in  the  middle  and 
posterior  temporal  artery  branches  of  the  middle  cere- 
bral artery,  with  infarction  of  the  middle  temporal 
gyrus.  (Mori,  E.,  Yamadori,  A.:  Arch  Neurol  44:11, 
1 139-43,  1987.) 


Cortical  irregularities  of  the  distal  femur  in  children 
and  adolescents  can  be  easily  mistaken  for  a malignant 
process.  These  processes  have  been  referred  to  in 
several  ways,  including  periosteal  desmoid,  subperios- 
teal abrasion,  cortical  abrasion  and  medial  distal  meta- 
physeal femoral  irregularity,  but  avulsive  cortical  irreg- 
ularity seems  the  most  appropriate.  In  most  cases  the 
lesion  is  an  asymptomatic  incidental  finding  commonly 
seen  in  children  between  the  ages  of  10-15  years,  and 
predominantly  in  males,  with  an  incidence  of  11.5%, 
compared  to  3.6%  of  females.  The  lesion  is  character- 
istically located  along  the  posterior  medial  aspect  of  the 
distal  femoral  metaphysis  at  the  insertion  of  the  adduc- 
tor magnus  muscle.  During  rapid  growth,  remodeling 
and  mechanical  stress  of  the  adductors,  microavulsions 
of  the  cortical  bone  elicit  a hypervascular  and  fibroplas- 
tic response  with  increased  osteoblastic  response.  If  the 
x-rays  are  not  in  the  characteristic  location  and  pain  is 
present,  biopsy  may  be  indicated.  (Bernasek,  T.,  et  ai: 
Orthopedics  10:10,  1423-5,  1987.) 


Discitis  is  reported  to  occur  in  children  less  than  five 
years  of  age,  and  is  seen  after  the  patient  had  a viral 
infection  presenting  with  symptoms  of  irritability,  poor 
localized  back  or  abdominal  pain,  and  refusal  to  sit, 
stand  or  walk.  On  examination  there  may  be  paraspinal 
muscle  spasm  in  the  lumbar  or  thoracic  areas,  positive 
straight  leg  raising,  abdominal  or  flank  tenderness  and 
gait  abnormalities.  The  sedimentation  rate  and  white 
blood  counts  are  elevated.  Initial  management  should 
include  a TB  test,  sickle  cell  screen  if  indicated,  blood 
urine  and  throat  cultures.  Disc  space  narrowing  may 
not  be  present  until  three  weeks  later,  thus  a bone  scan 
would  be  more  useful,  especially  3-5  days  after  onset. 
Bone  scan  classically  reveals  an  increased  tracer  uptake 
at  adjacent  end  plates  contrasted  to  other  conditions 
that  may  involve  only  one  end-plate.  If  a follow-up  scan 
is  negative,  another  diagnosis  should  be  considered. 
Bed  rest  and,  occasionally,  a cast  may  be  required. 
Non-steroidal  anti-inflammatory  agents  are  useful 
adjuvants.  (Lopez,  E.,  Dvonch,  V.  Orthopedics  10:10, 
1476-8,  1987.)  i 
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OTHER  ACTIONS 

In  addressing  various  other  issues,  the  Board; 

■ Accepted  the  September  30,  1987,  Financial  State- 
ments; September  30,  1987,  IMPAC  Collection 
Data;  September  30,  1987,  Dues  Payment  Report. 
Requests  for  Changes  in  Membership  Status  were 
approved. 

■ Reported  that  the  recently-formed  Board  of  the 
Insurance  Trust  administering  sponsored  insurance 
programs,  chose  “Physicians’  Beneht  Trust’’  as  the 
name  for  the  trust,  and  elected  Dr.  Arthur  Peter- 
son, Chicago,  its  chairman. 

■ Agreed  to  a moratorium  on  acceptance  of  manu- 
scripts for  IMJ  editorial  review.  The  moratorium 
will  be  in  effect  until  the  Board  has  learned  the 
results  of  the  communications  study  and  will  be 
terminated  at  the  discretion  of  the  Publications 
Committee.  An  announcement  will  be  published  in 
the  IMJ. 

■ Approved  a Health  Screening  Fair  for  members  of 
the  General  Assembly,  their  executive  staff,  direc- 
tors and  assistant  directors  of  various  agencies.  An 
amount  of  $10,000  is  included  in  the  1988  budget 
for  legislative  activities.  The  Board  of  Trustees  will 
be  informed  of  dehnite  plans  at  the  next  Board 
meeting. 

■ Adopted  positions  recommended  by  the  Govern- 
mental Affairs  Council  on  a list  of  primary  bills 
pending  in  the  85th  General  Assembly. 

■ Agreed  to  introduce  legislation  requiring  the  Illi- 
nois Department  of  Public  Health  to  develop  a 
brochure  that  would  include  current  recommenda- 
tions for  the  screening  and  early  detection  of  breast 
cancer,  such  brochures  to  be  distributed  through 
physicians’  offices  if  they  so  choose  and  through 
other  appropriate  methods  of  distribution. 

■ Nominated  Arthur  R.  Traugott,  M.D.,  as  a candi- 
date to  serve  on  the  AMA  Council  on  Medical 
Services. 

■ Agreed  to  co-sponsor  an  AMA  Resolution  on  Cost 
Cutting  at  AMA  Meetings,  with  New  York, 
New  Jersey,  California,  Florida,  Pennsylvania  and 
Texas. 

PROGRAMS 

The  Board  approved: 

■ Conducting  a clinical  sports  medicine  program  at 
the  1988  Prairie  State  Games  for  all  volunteer 
health  and  medical  staffs.  Expenses  for  this  pro- 
gram have  been  built  into  the  1988  budget,  howev- 
er, there  is  a good  chance  of  getting  corporate 
sponsorship  for  the  event. 

■ Sponsorship  of  a Midwestern  Leadership  Gonfer- 


ence  for  medical  student  leaders  and  representa- 
tives on  March  6,  1988,  at  the  ISMS  headquarters 
office.  Expenses  would  be  minimal  and  within  the 
regular  ISMS-MSS  budget. 

NOMINATIONS 

■ Ratihed  the  nominations  of  Drs.  Thomas  Minogue, 
Ghampaign,  chairman  of  the  ISMS  Council  on 
Mental  Health  and  Addiction,  and  Hazel  Mrazek, 
Riverside,  president  of  the  Illinois  Psychiatric  Soci- 
ety, to  serve  on  the  Governor’s  Commission  to 
Study  the  Mental  Health  Code. 

POLICIES/POSITIONS 

Various  official  ISMS  actions  and  policy  manual 
statements  were  reported  to  the  Board  by  councils  and 
committees  based  upon  their  review  of  5-year-old 
policies.  The  Board  approved  modifications  of  policy 
and  position  statements  on  the  basis  of  these  reviews. 
Changes  will  be  reflected  in  the  book  of  official  ISMS 
actions  and  the  1988  policy  manual. 

INFORMATIONAL  REPORTS 

The  Board  heard  the  following  informational 
reports: 

(A)  The  Health  Care  Einancing  Administration 
(HCFA)  recently  announced  a 38.5%  increase  for 
Medicare  Part  B premiums.  As  a result,  several 
negative  reports  were  developed  in  the  media 
which  impacted  on  physician  fees.  The  AMA  has 
objected  and  asked  for  information  as  to  the 
specific  reasons  for  the  increase.  The  Society  has 
taken  this  opportunity  of  commenting  to  HCEA 
and  urging  that  they  answer  the  AMA  questions  so 
that  physicians  may  determine  what  portion  of  the 
increase  is  in  fact  attributed  to  factors  other  than 
physician  fee  raises. 

(B)  Alfred  J.  dementi,  M.D.,  past  chairman  of  the 
ISMS  Board  of  Trustees,  gave  an  informational 
update  on  tort  reform.  Dr.  dementi  is  a member 
of  the  AMA  Special  Task  Eorce  on  Professional 
Liability  that  is  studying  a fault  based  administra- 
tive system — an  alternative  to  the  civil  justice 
system.  The  Task  Eorce  will  report  at  the  next 
AMA  House  of  Delegates  Meeting. 

(C)  Council  on  Economics,  ISMIS,  ISMIE,  Auxiliary, 
IMPAC,  Trustees,  Speaker  of  the  House  and  Exec- 
utive Administrator. 

NEXT  MEETING 

The  next  Board  meeting  was  set  for  January  30, 
1988,  at  ISMS  Headquarters. 
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PULSE  OF  THE  ISMS  AUXILIARY 


Working  Toward 
a Drug-Free 
America 


By  Lynn  Kassel  (Mrs.  Wayne),  ISMS  A President 


The  year  is  1970  ...  Our  family 
relocated  to  this  town,  where  my 
husband  will  be  practicing  medi- 
cine. I joined  the  medical  auxiliary 
and  the  emphasis  this  year  is  on 
drug  education.  The  medical  soci- 
ety and  the  auxiliary  joined  forces 
to  fight  against  this  blight  on  middle 
class  America  by  forming  a speak- 
ers’ bureau  that  would  inform  the 
community.  Our  children  are  very 
young.  Marijuana  is  thought  to  be 
harmless,  safer  than  alcohol.  . . . 

The  year  is  1980  ...  I am  presi- 
dent of  the  county  medical  auxilia- 
ry. Some  of  our  children  are  now  in 
high  school.  Our  family  is  about  to 
embark  on  a three-year  fight  against 
drugs,  during  which  time  I will 
learn  more  about  the  subject  than  1 
want  to  know.  In  fact,  we  are  up  to 
our  knees  in  information,  but  it 
appears  the  war  against  drugs  is 
being  lost.  We  will  win  the  battle  for 
our  daughter,  but  not  without 
scars.  No  one  can  tell  us  that  mari- 
juana is  harmless.  In  fact,  research- 
ers have  discovered  that  brain  cells 
can  be  permanently  damaged  by  the 
THC  in  “pot.”  Cocaine  is  the  new 
“non-addictive”  drug  used  for 
recreation,  a harmless  sub- 
stance. . . . 


The  year  is  1 988  ...  I am  presi- 
dent of  the  Illinois  State  Medical 
Society  Auxiliary  and  I know  of 
many  families  in  my  peer  group  still 
battling  the  horrible  effects  of 
drugs  on  their  children,  themselves, 
their  communities.  Cocaine  is  now 
known  to  be  addictive,  and 
researchers  have  found  that  labora- 
tory mice  will  repeatedly  choose 
cocaine  to  the  exclusion  of  all  else 


until  death  takes  over.  It  is  two 
years  before  the  next  decade  and 
we  are  surrounded  by  information 
about  drugs.  Have  we  lost  the 
war?  . . . 

The  White  House  Conference  on 
Drug-Free  America  offers  new 
hope  to  the  nation  in  its  battle 


against  drugs.  The  Reagans’  cam- 
paign of  “Just  Say  No”  is  now 
embracing  every  level  of  society  in 
an  attempt  to  stem  the  demand  for 
drugs  and,  thus,  dry  up  the  sup- 
ply. 

Over  the  last  twenty  years  infor- 
mation on  drugs  has  increased, 
along  with  budgets  to  implement 
programs.  But  no  obvious  dent  in 
drug-traders’  profits  has  appeared. 


This  conference  merges  experi- 
enced people  in  all  walks  of  life  and 
asks  them  for  help  in  designing  a 
program  that  will  encourage  new 
generations  to  say  “NO”  to  drugs. 
The  lines  of  territory  and  turf  will 
be  crossed,  with  everyone  working 
for  the  same  cause.  Six  regional 


. . . (R)esearchers  have  discovered  that  brain  cells 
can  be  permanently  damaged  by  the  THC  in 
"pot " 
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conferences  have  gathered  national 
sources  together  in  1 0 separate 
committees  this  past  fall.  The 
abstracts  from  these  committees 
will  be  brought  to  Washington, 
D.C.  in  March,  where  leaders  from 
communities  across  the  nation  will 
meet  to  design  the  program. 

An  example  of  what  is  already  in 
place  is  evident  in  the  advertising 
arena.  Four  agencies  have  joined 
with  the  media  to  wage  war  against 
what  many  believe  to  be  the  nation’s 
number  one  socioeconomic  prob- 
lem. Annually,  $11  billion  is  spent 
on  illegal  drugs.  Over  the  next 
three  years,  $500  million  will  be 
donated  by  these  corporations  to 
reinforce  the  positives  of  a life  with- 
out drugs.  Look  for  ads  on  televi- 


sion and  radio,  and  in  magazines 
and  newspapers.  They  will  focus  on 
cocaine,  “crack”  and  marijuana, 
and  will  be  aimed  at  three  levels  of 
consumers,  those  aged  6-1 1 , 12-1 7, 
and  18-32. 

This  campaign  promises  to  be 
exciting  and  productive.  As  one  of 
the  few  volunteer  groups  asked  to 
join  the  initial  proceedings  through 
the  AMAA,  ISMS  auxiliary  is 
already  making  plans  to  be 
involved.  We  need  to  reach  into 
every  community. 

The  year  is  2000  . . . Our  family 
is  grown  now  with  families  of  their 
own.  The  grandchildren  write  us  of 
their  school  classes  and  their  com- 
munity involvement.  We  don’t  read 
much  about  drugs  anymore,  except 


for  those  that  make  headlines 
because  of  miracle  cures.  I guess  my 
generation’s  efforts  to  eliminate 
drugs  paid  off.  Countries  no  longer 
can  claim  cocaine  and  marijuana  as 
their  main  cash  crop.  Our  strict 
drunk-rdriving  laws  weren’t  too  pop- 
ular in  the  beginning  with  those 
who  lost  licenses  and  had  their  cars 
impounded,  but  now  even  those 
people  accept  the  laws  as  a fact  of 
life. 

I like  a happy  ending,  don’t  you? 
Please  join  auxiliary  and  the  nation 
in  the  effort  to  make  America  drug- 
free.  Ask  your  spouse  to  support 
through  auxiliary  membership. 
Next  month  this  page  will  detail 
alternative  methods  of  membership 
and  how  you  can  help.  i 
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Viewbox 

(continued  from  page  42 ) 

Diagnosis:  Neutropenic  typhlitis 

Appendicitis  is  a possibility,  but  the  extent  of  bowel 
involvement  on  CT  and  the  absence  of  an  inflammatory 
mass  make  periappendiceal  abscess  unlikely.  An  intra- 
mural hemorrhage  of  the  cecum  may  present  similarly. 
However,  the  irregularity  of  the  thickened  bowel  walls 
with  extension  into  the  anterior  and  posterior  parare- 
nal spaces  favor  an  inflammatory  process.*  In  addition, 
acute  hemorrhage  would  be  more  dense.  Ogilvie’s 
syndrome  or  colonic  pseudo-obstruction  is  suggested 
by  a progressively  dilated  cecum  with  thinning,  not 
thickening,  of  the  wall.  Patients  with  leukemia  are 
predisposed  to  pneumatosis  intestinalis;  however,  this 
entity  is  asymptomatic  and  represents  a less  serious 
condition.  It  is  thought  that  lymphoid  depletion 
induced  by  steroids  leads  to  air-cyst  formation  which 
may  last  for  weeks  and  may  progress  to  benign  pneu- 
moperitoneum secondary  to  cyst  rupture.-  The  history 
of  leukemia,  RLQ  pain,  and  thickening  of  the  bowel 
wall  without  an  inflammatory  mass  make  neutropenic 
typhlitis  the  most  likely  diagnosis. 

Typhlitis  is  a necrotizing  inflammation  of  the  typh- 
lum  (the  Greek  origin  for  cecum)  associated  with 
neutropenia,  most  often  seen  in  acute  leukemic 
patients  on  chemotherapy.  This  condition  was  first 
described  and  the  term  first  used  by  Wagner,  et  al.,  in 
1970,  as  a rare  gastrointestinal  complication  of  leuke- 
mia in  children.^  Adult  occurrences  were  first 
described  by  DelFava,  et  al.,  in  1977.^  Improved  surviv- 
al rates  and  more  aggressive  therapeutic  regimens  have 
increased  the  incidence  of  acute  abdominal  conditions 
associated  with  leukemia  in  the  last  decade.^  In  addition 
to  typhlitis,  these  conditions  include  appendicitis, 
intussusception,  perforation  and  intestinal  obstruction. 
Initially  described  as  occurring  only  in  the  terminal 
stage  of  the  disease,  leukemic  typhlitis  is  now  known  to 
occur  at  any  point  in  the  clinical  course,  and  may  even 
occur  immediately  after  the  first  treatment  with  chemo- 
therapy.®’ Typhlitis  has  also  been  described  with  lym- 
phoma,® aplastic  anemia,**  immunosuppressed  post 
renal  transplant  patients,’**  and  agranulocytopenia 
caused  by  medication."  '-  In  addition,  we  have  seen 
typhlitis  associated  with  Felty’s  .syndrome. 

Pathology 

The  cecum  is  the  most  distensible  portion  of  the 
colon,  and  is  also  an  area  of  relative  stasis.  The  bowel 
mucosa,  therefore,  is  prone  to  ischemic  conditions 
brought  about  by  distention  and  direct  cytotoxic 
effects  of  chemotherapeutic  agents  due  to  statis  of 
colonic  fluids."*  Ulceration,  necrosis  and  architectural 
changes  occur  in  the  bowel  mucosa  as  a result.  In  the 
presence  of  profound  agranulocytopenia,  a permissive 
mileu  for  bacterial,  fungal  and  viral  overgrowth  is 
produced,  leading  to  typhlitis. 

Microscopically,  there  appear  to  be  three  anatomic 
patterns:  (1)  confinement  to  the  cecum  only;  (2) 
involvement  of  the  cecum  and  more  distal  colon  (the 
terminal  ileum  and  appendix  are  usually  spared. 


although  their  involvement  does  occur);  (3)  ulcerative 
lesions  scattered  throughout  the  large  and  small  bow- 
el.® 

Microscopic  studies  have  revealed  acute  and  chronic 
necrotizing  transmural  inflammation  of  the  cecum  with 
multiple  microperforations.  No  evidence  of  hemor- 
rhage or  leukemic  infiltrate  is  usually  identified.*^ 
Cultures  obtained  from  the  cecum  at  surgery  are 
almost  invariably  positive,  and  most  commonly  grow 
Pseudomonas  aeruginosa  and  Candida  albicans.  Cytomeg- 
alovirus has  also  been  isolated.*® 

Clinical 

Most  commonly  presenting  symptoms  include  fever, 
abdominal  pain  and  tenderness  in  the  setting  of  pro- 
found neutropenia  and  cytotoxic  chemotherapy.  Fever 
usually  lasts  a minimum  of  48  hours.  Tenderness  is 
most  frequently  localized  in  the  right  lower  quadrant. 
In  addition,  approximately  half  of  patients  with  typhli- 
tis experience  watery  diarrhea  which  may  become 
bloody.  Occasionally,  a mass  may  be  palpated  in  the 
right  lower  quadrant  representing  the  inflamed 
cecum. 

In  one  series,  all  patients  developed  symptoms  when 
the  absolute  neutrophile  count  was  less  than  100 
cells/mm®.  Recovery  of  the  white  blood  cell  count 
appears  to  coincide  with  remission  of  the  symptoms.  In 
another  series,  blood  culture  drawn  at  onset  of  symp- 
toms was  positive  in  7 out  of  25  patients  (36%).  All 
organisms  recovered  were  intestinal  flora;  E.  coli  was 
the  most  common. 

Radiology 

On  the  plain  film,  Wagner  described  a paucity  of 
bowel  gas  in  the  right  lower  quadrant  with  a right- 
sided, ill-defined,  soft  tissue  density  thought  to  repre- 
sent a fluid-filled  atonic  ascending  colon.®  The  adjacent 
small  bowel  is  slightly  distended  in  the  early  stages, 
progressing  to  a small  bowel  ileus  in  later  stages. 
Subsequent  reports  describe  a right-sided  soft  tissue 
density  abdominal  mass  in  combination  with  small 
bowel  distention  as  the  most  frequent  plain  film  find- 
ing.®’*®*® A rare  but  important  plain  film  presentation 
of  typhlitis  was  described  by  Cronin  and  DelFava,  in 
which  a dilated,  distended  cecum  was  observed,  indicat- 
ing a surgically  emergent  condition  known  as  toxic 
typhlitis.*^ 

Barium  enemas  show  irregular  thickening  of  the 
mucosal  folds  in  the  cecum  and  “thumb  printing” 
secondary  to  bowel  wall  edema  and  cecal  contraction.^ 
If  a normal  appendix  is  filled  by  barium,  an  important 
diagnostic  possibility  of  acute  appendicitis  is  ex- 
cluded.” 

Meyerovitz  and  Fellows  described  arteriographic 
findings  of  hypervascularity  of  the  cecum  with  intense 
mucosal  staining,  opacification  of  superficial  ulcers  and 
arteriovenous  shunting  in  dilated  mesenteric  veins.*® 

On  ultrasound,  note  the  “target”  pattern  in  the 
cecal  area  indicating  the  presence  of  a rounded  mass 
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with  a liyperechogcnic  center  and  a wide  hypoeclioic 
periphery.  However,  this  sign  is  nonspecitic,  since  it  is 
also  encountered  with  malignant  tumors  of  the  gastro- 
intestinal tract,  inflammatory  bowel  di.sease,  intussus- 
ception with  bowel  infarction  and  in  intramural  hemor- 
rhage.^ 

CIT  reveals  a uniform  and  diffusely  thickened  cecal 
wall  with  variable  extension  along  the  ascending  colon. 
At  times,  intramural  areas  of  lower  density  are  noted 
and  thought  to  represent  edema  or  previous  hemor- 
rhage. In  more  advanced  cases,  involvement  of  the 
pararenal  spaces  and  mesenteric  tissue  reactions  are 
seen.  A decrease  in  cecal  wall  thickness  on  CT  often 
coincides  with  clinical  improvement  and  the  return  of 
adequate  numbers  of  neutrophils.'  '-* 

Management  and  Treatment 

There  has  not  yet  been  a consensus  on  the  manage- 
ment of  neutropenic  typhlitis  in  more  advanced  cases. 
The  controversy  is  related  to  circumstance  and  exact 
timing  for  surgical  intervention.  The  current  trend 
favors  conservative  management,  consisting  of  the 
suspension  of  chemotherapy  and  supportive  care.'*-'® 
When  there  is  profuse  gastrointestinal  hemorrhage, 
free  perforation  of  the  bowel  wall,  or  impending 
rupture  as  in  toxic  typhlitis,  early  surgical  intervention 
is  indicated.'^'* 

Conclusion 

With  the  increasing  incidence  of  typhlitis,  the  possi- 
bility of  this  diagnosis  should  be  actively  considered  in 
neutropenic  patients  with  abdominal  pain.  Recent 
onset  of  abdominal  pain,  tenderness  or  right  lower 
quadrant  mass  occurring  in  a leukemic  patient  on 
chemotherapy  or  in  an  immunocompromised  patient 
with  other  causes  of  neutropenia  should  lead  to  a plain 
film  study.  This  may  suggest  findings  compatible  with 
typhlitis.  A barium  enema  of  the  colon  or  a CT  scan 
may  confirm  the  diagnosis.  In  the  presence  of  sus- 
pected toxic  cecitis,  a barium  enema  should  not  be 
done  because  of  the  danger  of  perforation. 
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Illinois  Society  of  Medical  Assistants 


Continuing 
for  Medical 

bv  Robin  Bluestein,  CMA-C 


The  bylaws  of  the  Illinois  Society, 
American  Association  of  Medical 
Assistants  state,  “The  purpose  of 
this  society  shall  be  to  promote  the 
professional  identity  and  stature  of 
its  members,  and  the  medical  assist- 
ing profession,  through  education 
and  credentialing.” 

Last  month’s  column  featured 
credentialing  and  the  requirements 
needed  to  become  a Certified  Med- 
ical Assistant  (CMA).  Continuing 
education  is  one  way  to  revalidate 
the  CMA  credential.  This  month’s 
article  describes  the  forms  of  con- 
tinuing education  available. 

Medical  assistants  believe  in  the 
importance  of  updating  their  medi- 
cal knowledge  through  continuing 
education.  With  the  changes  occur- 
ring in  the  medical  field,  both 
administratively  and  clinically,  med- 
ical assistants  must  keep  current  by 
taking  courses,  reading  journals 
and  meeting  with  their  peers. 

Many  colleges  offer  continuing 
education  courses.  Triton  College 
in  River  Grove,  Illinois,  is  offering 
an  insurance  coding  course  (Janua- 


Education 

Assistants 


ry-March)  and  an  industrial  audi- 
ometry course  (March-May).  Harp- 
er College  in  Palatine,  Illinois, 
offered  ICD-9  and  CPT  coding 
courses  and  will  be  offering  a 
course  in  insurance  and  coding  this 
spring.  In  addition  to  the  knowl- 
edge  gained,  these  courses  can  be 
applied  for  credit  toward  certifica- 
tion revalidation. 

The  American  Association  of 
Medical  Assistants  also  offers  con- 
tinuing education  opportunities. 
On  the  local,  state  and  national 
levels,  seminars  are  presented  of 
interest  to  the  medical  assistant. 
“How  to  Deal  with  the  Problem 
Patient’’  and  “New  Advances  in 
Contraception”  are  possible  pro- 
gram topics  that  may  be  available  to 
help  the  medical  assistant  in  her/his 
profession.  In  addition,  continuing 
education  courses  may  be  pur- 
chased by  mail.  “Anatomy,  Termi- 
nolo^  and  Physiology,”  “Human 
Relations  for  the  Medical  Office” 
and  “Law  for  the  Medical  Office” 
are  several  of  the  courses  offered. 
Another  source  of  information  is 


The  Professional  Medical  Assistant 
(the  AAMA  journal),  which  offers 
many  interesting  and  informative 
articles. 

Finally,  peers  in  their  local  chap- 
ters can  lend  medical  assistants 
ideas  in  the  day-to-day  operation  of 
their  offices.  These  individuals  are 
dedicated  to  their  profession,  con- 
cerned about  their  patients  and 
willing  to  learn  about  the  changes 
occurring  through  continuing  edu- 
cation. 

For  further  information  regard- 
ing continuing  education  and  the 
Illinois  Society  of  Medical  Assis- 
tants, please  contact;  Continuing 
Education,  AAMA,  20  North  Wack- 
er  Drive,  Suite  1575,  Chicago 
60606;  or  Cheryl  Hutchison,  CMA, 
ISMA  president,  53  Lockhaven, 
Granite  City  62040;  or  the  public 
relations  co-chairpersons:  Lesa  Hil- 
debrand, Ed.M.,  CMA-C,  Triton 
College,  2000  Eifth  Avenue,  River 
Grove  60171  or  Lucille  Perce, 
CMA-C,  22W  384  Teakwood,  Glen 
Ellyn  60137.  i 
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February 

Allergy 

Physical  Urticaria:  New  Concepts 

For:  Interested  physicians.  Lecture,  February  15.  Holiday 
Inn.  Chicago  City  Centre.  Sponsor;  Illinois  Society  of 
Allergy  and  Clinical  Immunology,  800  E.  Northwest  Hwv., 
Suite  1080.  Palatine.  II.  60067.  Fee:  $20  (dinner).  Reg. 

I Limit:  None.  Credit:  Category  1:  1 hour  Contact:  Diane 
Kubis.  Phone:  (312)  359-3090. 

Internal  Medicine 

Silent  Ischemia 

For:  Interested  physicians.  Lecture.  February  2,  Dekalb, 
IL.  Sponsors:  Kishwaukec  Community  Hospital.  Rt.  23  and 
, Bethanv  Road.  Dekalb.  IL  60115  and  Pfizer  Laboratories. 

; Fee:  None  Reg.  Limit:  None  Credit:  Category  1 ; 1 hour; 

A.\FP  Prescribed:  1 hour  Contact:  k.  Reddy.  M D.. 

, Phone:  (815)  756-1521.  Ext.  3484. 

j Evolution  of  Cholesterol  Awareness/New  Therapeutic 
I Strategics 

(For:  Interested  physicians.  Lecture,  February  16,  Dekalb, 
11..  Sponsors:  kishwaukec  Community  Hospital,  Rt.  23  and 
Bethany  Road.  Dekalb.  IL  60115  and  Merck  Sharp  & 
Dohmc  Fee;  None  Reg.  Limit:  None  Credit:  Category  1; 

1 hour:  .AAFP  Prescribed:  1 hour.  Contact:  k.  Reddy,  M l) 
Phone:  (815)  756-1521.  Ext.  3484. 

Ophthalmology 

Laser  Treatment  for  Common  Fundus  Diseases 

I For:  Ophthalmologists.  Workshop,  February  12-13,  Madi- 
son. WI.  Sponsors:  Llmversity  of  Wisconsin-Madison. 
CME.  465A  WARF  Bldg.,  610  Walnut  Street,  Madison,  WI 
53705.  and  Dept,  of  Ophthalmology.  School  of  Medicine. 
University  of  Wisconsin-Madison.  Fee:  To  be  determined. 

’ Reg.  Limit:  48.  Credit:  Category  1:  14  hours;  other: 

,|  University  of  Wisconsin  CEU’s:  14  hours.  Contact:  Cathv 
, Means,  Phone:  (608)  263-6637. 

j Pathology 

f Histological  Determinance  of  Breast  Cancer  Risk 
! For:  Pathologists.  Lecture.  February  8,  Drake  Hotel.  Chica- 
go. Sponsor:  Chicago  Pathology  Society,  c/o  Dept,  of 
Pathology,  Loretto  Hospital.  645  S.  Central  Ave..  Chicago, 
IL  60644,  and  Michael  Reese  Hospital  and  Medical  Center. 
Fee:  None  Reg.  Limit:  None.  Credit:  Category  1:  2 hours 
for  Chicago  Pathology  Society  members  only.  Contact: 
Marshall  H.  Short.  M.D.  Phone:  (312)  626-4300.  Ext. 

15716. 

Pediatrics 

j Usage  of  Pediatric  Antibiotics 
For:  Pediatricians.  Lecture.  February  23.  Dekalb,  IL. 

( Sponsors:  kishwaukee  Community  Hospital,  Rt.  23  and 

I Bethany  Road.  Dekalb.  IL  601 15,  and  Roche  Laboratories. 
Fee:  None.  Reg.  Limit:  None.  Credit:  Category  1:  1 hour; 
AAFP  Prescribed:  1 hour.  Contact:  k.  Reddv,  M D Phone: 
(815)  756-1521.  ext.  3484. 

Psychiatry 

The  Psychiatric  Interview 

For:  Psychiatrists.  Course.  February  26-28,  Holiday  Inn, 
Mart  Plaza,  Chicago.  Sponsor:  University  of  Chicago 
School  of  Medicine,  5841  S.  Maryland,  Box  139,  Chicago, 
IL  60637.  Fee:  $375.  Reg.  Limit:  150.  Credit:  (;:ategory  I: 
18  hours.  Contact:  Marlene  Goldberg,  Phone:  (312)  702- 
1056. 

i March 

' Clinical 

44th  Annual  Midwest  Clinical  Conference 
For;  Physicians  of  all  specialties.  Conference,  March  4-6, 
Palmer  House.  Chicago.  Sponsor:  Chicago  Medical  Society. 
515  N.  Dearborn.  Chicago.  IL  60610.  and  over  40  contrib- 
uting specialties.  Fee:  Discounts  for  ISMS  and  CMS  mem- 
bers. Reg.  Limit:  None.  Credit:  Category  1:  20  hours. 
Contact;  Judy  Bea/ley.  Phone:  (312)  670-2550  X 204. 

Family  Medicine 

I Perspectives  in  Primary  Care 

For:  Primary  care  physicians  and  internists.  Conference. 
March  25-26,  Champaign.  IL.  Sponsor:  University  of  Illi- 


Items  for  this  calendar  must  be 
received  90  days  prior  to  the  event. 
Those  received  earlier  may  appear 
in  up  to  three  monthly  issues, 
depending  upon  the  number  of  list- 
ings received.  Only  courses  meeting 
in  Illinois  or  adjacent  states  and/or 


nois  College  of  Medicine-Urbana  Fee:  $165  Reg.  Limit: 
150.  Credit:  Category  1:  12.5  hours;  AAFP  Prescribed: 
12.5  hours.  Contact:  James  Leonard,  M.D..  2011  Round 
Barn  Road,  (Champaign.  IL  61821.  Phone:  (217)  337- 
3322. 

Hematology/Oncology/Internal  Medi- 
cine 

Advances  in  Autologous  Bone  Marrow  Transplant 
For:  Hematologists,  oncologists,  and  internists.  Lecture. 
March  19.  Marriott  Oakbrook,  Oak  Brook.  IL  Sponsor: 
University  of  Chicago.  Office  of  CME,  5841  S.  Maryland, 
Box  139.  Chicago.  IL  60637,  Fee:  $20,  Reg.  Limit:  None. 
Credit:  Category  1:  4 hours.  Contact:  Marlene  Goldberg. 
Phone:  (312)  702-1056. 

Internal  Medicine 

Early  Intervention  in  Acute  Myocardial  Infarction 
For;  Cardiologists  and  internists.  Lecture.  March  16.  Holi- 
day Plaza  Complex,  Matteson.  IL.  Sponsor;  University  of 
Chicago,  Office  of  CME,  5841  S.  Maryland,  Box  139, 
Chicago.  IL  60637.  Fee:  $65.  Reg.  Limit:  150.  Credit: 
Category  1 ; 6 hours.  Contact:  Marlene  Goldberg.  Phone: 
(312)  702-1056. 

Internal  Medicine  Review 

For:  Internists.  Symposia.  March  7-May  21,  St.  Louis.  MO. 
Sponsor:  Washington  LIniversity  School  of  Medicine,  Box 
8063,  660  S.  Euclid,  St.  Louis,  MO  63110.  Fee:  $300.  Reg. 
Limit:  225.  Credit:  Category  1 : 36  hours;  AAFP  Prescribed: 
36  hours;  ADA:  36  hours.  Contact:  Loretta  Giacoletto. 
Phone:  (800)  325-9862. 

Ophthalmology 

Fluorescein  Angiography  Workshop 

For:  Ophthalmologists.  Workshop,  March  11-12,  Madison. 
WI.  Sponsor:  University  of  Wisconsin-Madison,  CME465B 
WARF  Bldg.,  610  Walnut  Street,  Madison.  WI  53705.  Fee: 
To  be  determined.  Reg.  Limit:  35.  Credit:  Category  1:14 
hours;  other  University  of  Wisconsin  CEU’s:  14  hours. 
Contact:  Cathy  Means,  Phone:  (608)  263-6637. 

Pathology 

Neoplastic  Lymph  Node  Pathology 

For:  Pathologists.  Seminar,  March  14,  Drake  Hotel,  Chica- 
go. Sponsor:  Chicago  Pathology  Society,  c/o  Pathology 
Dept.,  Loretto  Hospital.  645  S.  Central  Ave.,  Chicago,  IL 
60644,  and  Michael  Reese  Hospital  and  Medical  Center. 
Fee:  None  Reg.  Limit:  None.  Credit:  Category  1:  2 hours 
for  Chicago  Pathology  Society  members  only.  Contact: 
Marshall  H.  Short.  M l).  Phone:  (312)  626-4300,  Ext. 
5716. 

Radiology 

Imaging  Modalities  in  the  Chest  and  Abdomen 
For:  Radiologists.  Symposium,  March  20-25,  Maui.  Hawaii. 
Sponsor:  Loyola  University  Stritch  School  of  Medicine, 
Division  of  CME.  2160  S.  First  Avenue,  Maywood.  IL 
60153-  Fee:  $485.  Reg.  Limit:  200.  Credit:  Category  1:  20 
hours.  Contact:  Linda  k.  Gunzburger,  Ph.D.  Phone:  (312) 
531-3236. 


April 

Allergy 

Hypersensitivity  to  Penicillins  and  Cephalosporins 
For:  Interested  physicians.  Lecture,  April  18,  Holiday  Inn. 
Chicago  City  Centre.  Sponsor:  Illinois  Society  of  Allergy 
and  Clinical  Immunology.  800  E.  Northwest  Hwy..  Suite 
1080,  Palatine.  IL  60067.  Fee:  $20  (dinner).  Reg.  Limit: 
None.  Credit:  Category  1:  1 hour  Contact:  Diane  kubis. 
Phone:  (312)  359-3090. 

Cardiology 

Eighth  Annual  Great  Lakes  Conference  on  High  Blood 
Pressure 

For:  Interested  physicians.  Conference.  April  18-20,  Ann 
Arbor.  MI.  Sponsors:  American  Heart  Association  of 
Michigan,  P.O.  Box  160,  Lathrup  Village,  MI  48076,  and 
the  Michigan  Department  of  Public  Health.  Fee:  To  be 
determined.  Reg.  Limit:  None.  Credit:  Category  1 : To  be 
determined.  Contact:  Tom  Matz.  Phone:  (313)  557-9500. 


sponsored  by  an  Illinois  organiza- 
tion, if  meeting  outside  the  state, 
will  be  published.  Please  call  or 
write  ISMS  and  request  a “Calen- 
dar Listing  Form”  if  you  are  inter- 
ested in  publicizing  your  upcoming 
meeting  in  this  calendar. 

Family  Medicine/Gynecology 

(ieriatric  Gynecology  for  the  Primary  Care  Provider 
For:  Family  practitioners  and  internists.  Course,  April  16. 
Merrillville,  IN  Sponsor:  University  of  Chicago.  Office  of 
CME,  5841  S.  Maryland,  Box  139,  Chicago.  IL  60637  Fee: 
$25  Reg.  Limit:  200  Credit:  Category  1:  6 hours  Con- 
tact: Marlene  Goldberg.  Phone:  (312)  702-1056. 

Hematology/Oncology 

I.vmphoma  1988;  New  Diagnostic  and  Treatment  Strate- 
gies 

For:  Interested  physicians  Symposium.  April  15,  St.  Louis, 
MO.  Sponsor:  Washington  University  School  of  Medicine, 
Box  8063,  660  S.  Euclid,  St.  Louis.  MO  63110.  Fee:  $20. 
Reg.  Limit:  200.  Credit:  Category  1 : 6 hours;  AAFP 
Prescribed:  6 hours;  ADA:  6 hours.  Contact:  Loretta 
Giacoletto,  Phone:  (800)  325-9862. 

Internal  Medicine/Family  Medicine 

Clinical  Endocrinology  '88 

For:  Internists  and  family  practitioners.  Lecture.  April  9, 
Hyatt  Regency  Oakbrook.  Oak  Brook,  IL.  Sponsor:  Uni- 
versity of  Chicago,  Office  of  CME,  5841  S.  Maryland,  Box 
139,  Chicago,  IL  60637.  Fee:  To  be  determined.  Reg. 
Limit:  None.  Credit:  Category  1:  6 hours.  Contact:  Mar- 
lene Goldberg.  Phone:  (312)  702-1056. 

Neuroradiology 

1988  Neuroradiology  Review  Course 

For:  General  radiologists,  neuroradiologists,  neurosur- 
geons. neurologists,  and  residents.  Course,  April  30-May  1, 
Oakbrook  Marriott  Hotel.  Oak  Brook,  IL.  Sponsors:  Loy- 
ola University  Stritch  School  of  Medicine.  Dept,  of  CME 
and  Department  of  Radiology.  2160  S.  First  Avenue, 
Maywood,  IL  60153.  Fee:  $170  for  physicians.  $100  for 
residents.  Reg.  Limit:  None.  Credit:  Category  1:16  hours. 
Contact:  Linda  k.  Gunzburger,  Ph.D.  Phone;  (312)  531- 
3237. 

Obstetrics/Gynecology 

15th  Annual  Symposium  on  Obstetrics  and  Gynecology 
For:  Interested  physicians.  Symposium,  April  28-29,  St. 
Louis,  MO.  Sponsor:  Washington  University  School  of 
Medicine,  Box  8063,  660  S.  Euclid,  St.  Louis,  MO  631 10. 
Fee:  $200.  Reg.  Limit:  150.  Credit:  Category  1:12  hours; 
AAFP  Prescribed:  12  hours;  ADA:  12  hours;  ACOG  cog- 
nates; 12  hours.  Contact:  Loretta  Giacoletto.  Phone:  (800) 
325-9862. 

Ophthalmology 

Advanced  Contact  Lens  Course 

For:  Ophthalmologists.  Seminar,  April  20-21,  St.  Louis, 
MO-  Sponsor:  Washington  University  School  of  Medicine. 
Box  8063,  660  S.  Euclid,  St.  Louis,  MO  63110.  Fee:  To  be 
determined.  Reg.  Limit:  150.  Credit:  Category  1:  9 hours. 
Contact:  Loretta  Giacoletto.  Phone:  (800)  325-9862. 

Otolaryngology 

Frontiers  of  Medicine;  Recent  Progress  in  Head  and  Neck 
Oncology 

For:  Otolaryngologists.  Course,  April  13,  Chicago.  Spon- 
sor: University  of  Chicago,  Office  of  CME,  5841  S.  Mary- 
land. Box  139,  Chicago,  IL  60637.  Fee:  To  be  determined. 
Reg.  Limit:  150.  Credit:  Category  1:  6 hours.  Contact: 
Marlene  Goldberg.  Phone:  (312)  702-1056. 

Pathology 

Future  Trends  in  Evaluating  Quality  of  Care 
For:  Pathologists.  Lecture,  April  1 1.  Drake  Hotel.  Chicago. 
Sponsor:  Chicago  Pathology  Society,  c/o  Loretto  Hospital, 
645  S.  Central  Ave.,  Chicago,  IL  60644,  and  Michael  Reese 
Hospital  and  Medical  Center  Fee:  None.  Reg,  Limit:  None. 
Credit:  Category  1;  2 hours  for  Chicago  Pathology  Society 
members  only.  Contact:  Marshall  H.  Short,  M.D.  Phone: 
(312)  626-4300,  Ext.  5720. 

Urology 

Frontiers  in  Endoscopy 

For:  Urologists.  Workshop.  April  15-16,  St.  Louis,  MO. 
Sponsor:  Washington  University  School  of  Medicine,  Box 
8063,  660  S.  Euclid,  St.  Louis,  MO  63110.  Fee:  To  be 
determined-  Reg.  Limit:  80,  Credit:  Category  1:11  hours. 
Contact:  Loretta  Giacoletto.  Phone:  (800)  325-9862. 
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ISMS 
Physician 
Help  Line 

Are  you  troubled  by  chemical  dependency,  alcohol- 
ism, physical  or  mental  problems,  or  concerned  about 
someone  who  has  an  impairment?  Are  you  having 
emotional  or  physical  problems  dealing  with  your 
involvement  in  a malpractice  suit? 


If  so,  contact  the  PHYSICIAN  HELP  LINE,  312/ 
580-2499,  a confidential,  advocacy  service  offered  by 
the  ISMS  Impaired  Physician  Program  and  the  Phy- 
sician Support  Group  to  link  troubled  physicians  and 
their  families  with  resources  to  help  them. 


Physician  Help  Line  calls  will  be  answered,  as  soon  as 
possible,  by  Dr,  Violet  M.  Eggert,  Medical  Director 
of  the  ISMS  Impaired  Physician  Program. 


GQDK 

COUNTY 


OF 

MrotciNE 


707  South  Wood  Street  • Chicago,  fllinois,  60612 
AM4  AetreMed 


March — May,  1988 

Advances  in  Pediatrics,  1988 
March  7-11,  1988 

Advances  in  Family  Medicine,  1988 

March  14-18,  1988 

Fiberoptic  Colonoscopy 

March  23-25,  1988 

High-Risk  Obstetrics 

March  24-26,  1988 

Fiberoptic  Esophagogastric  Endoscopy 
March  28-30,  1988 
Geriatrics,  1988 
March  28-April  1,  1988 
Specialty  Review  in  Radiology 
April  4-8,  1988 

Advances  in  Emergency  Medicine,  1988 

April  18-20,  1988 

Specialty  Review  in  Obstetrics  and  Gynecology 

April  17-23,  1988 

Modern  Trauma  Management 

April  21-23,  1988 

Advances  in  Surgery,  1938 

April  25-29,  1988 

Specialty  Review  in  Urology 

April  25-30,  1988 

Specialty  Review  in  Family  Medicine 

May  8-14,  1 988 

Specialty  Review  in  Anesthesiology 

May  15-20,  1988 

Specialty  Review  in  Orthopedic  Surgery 

May  22-28,  1988 


CALL  TOLL-FREE  TODAYl 

Ton-free:  (800)  621.4651  • In  Illinois:  (800)  621-4649 


OPPORTUNITIES  AVAILABLE 
IN  ILLINOIS 


Great  opportunities  exist  for  family  pracfice  and 
infernal  medicine  pracfifioners  in  3^,000  populafion 
area,  located  in  a scenic  area  along  the  Mississippi 
River.  Choose  from  any  or  a combination  of  fhese 
possibilities: 

*Join  an  established  practice  with  3 internists 

* Develop  a solo  practice  in  a new  office  building 

* Provide  care  in  a mulfidisciplinary  Women's  Healfh 
Center 

*Work  at  an  urgent  care  center,  offering  rational 
hours,  a steady  salary  and  immediate  referrals 

Franciscan  Medical  Center  is  a 383  licensed-bed 
facility.  We  have  one  HMO,  an  IPA,  in  the  area.  We 
are  3 hours  from  Chicago,  6 hours  from  Minneapolis, 
and  feature  a great  family  environment  to  live  in,  with 
good  schools,  beautiful  parks,  numerous  wafer  sporf 
activities  and  outstanding  shopping  centers. 

CONTACT:  Constance  A.  Stabler,  Vice  President, 
Franciscan  Medical  Center,  2701  17th  Street,  Rock 
Island,  Illinois  61201,  or  call  collect:  (309)793-2139. 
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Classified  Advertising  Rates 


25 

words 

26  to  50 

51  to  75 

76  to  100 

or  less 

words 

words 

words 

1 insertion 

$ 7.00 

$17.00 

$25,00 

$ 42.00 

3 insertions 

13.00 

32.00 

46.00 

78.00 

6 insertions 

18.00 

44.00 

64.00 

108.00 

12  insertions 

22.00 

53.00 

79.00 

132.00 

All  proposed  advertisements  should 
be  received  by  tbe  first  of  the 
month  preceding  publication.  A 
surcharge  of  $5  will  be  assessed 
when  a box  number  is  requested 
and  an  additional  18  words  should 
be  added  in  calculating  the  advertis- 
ing rate. 


POSITIONS  AND  PRACTICE 

FAMILY  PRACTICE.  Marshfield  Clinic 
Department  of  Family  Medicine  has  an 
opportunity  for  a BE/BC  family  practice 
specialist  to  join  its  six  member  group.  This 
position  offers  a high  quality  fulfilling  prac- 
tice with  both  in-patient  and  out-patient 
responsibilities.  This  physician  would  enjoy 
the  support  of  one  of  the  nation's  largest 
multi-specialty  groups.  Unique  rural  setting, 
excellent  salary,  plus  extensive  fringe  bene- 
fits. Reply  with  CV;  Steven  M.  Fontanini, 
D.O.,  Chairman,  Department  of  Family 
Practice,  Marshfield  Clinic,  1000  North  Oak 
Avenue,  Marshfield,  WI  54449,  or  call  col- 
lect (715)  387-5168. 

EMERGENCY  MEDICINE— Illinois  and  Mis- 
souri. Full  and  part  time  positions  available 
in  emergency  departments  and  clinics  for 
qualified  physicians  seeking  lucrative  em- 
ployment opportunities.  Outstanding  remu- 
neration and  comprehensive  malpractice 
insurance  provided.  For  further  information 
contact  Sara  Kramer  or  Neil  Pollack,  Staf- 
fing Specialists,  National  Emergency  Ser- 
vices, Inc.  255  Executive  Drive,  Suite  104, 
Plainview,  NY  11803;  or  call  (800)  645- 
4848,  or  (516)  349-0100. 

WELL  ESTABLISHED  PRACTICE  general  sur- 
gery and  general  practice  looking  for  asso- 
ciate who  will  buy  within  six  months  to  one 
year  or  right  now.  40  miles  from  Chicago. 
Twenty  years  established  practice,  excellent 
income.  Substantial  income  from  hospital  on 
trauma  call.  Reply  to  Box  2061,  c/o  Illinois 
Medical  Journal,  Twenty  North  Michigan 
Avenue,  Suite  700,  Chicago,  IL  60602. 

ARIZONA-BASED  Physician  Recruiting  firm 
has  urgent  requirements  coast-to-coast  for 
BC/BE  psychiatrists.  Excellent  hospital- 
sponsored  solo  and  group  practice  opportu- 


nities. "Quality  Physicians  for  Quality  Cli- 
ents since  1972.”  All  inquiries  confidential. 
Call  (602)  990-8080;  or  send  C.V,  to;  Mitch- 
ell & Associates,  Inc,  P.O.  Box  1804,  Scotts- 
dale, AZ  85252. 

ARIZONA-BASED  Physician  recruitment 
firm  has  quality  opportunities  coast  to  coast. 
Available  positions  in  most  primary  care  and 
surgical  specialties  to  include  OB/GYN, 
orthopedics,  ER,  and  ENT.  “Quality  Physi- 
cians for  Quality  Clients  since  1972.”  Call 
(602)  990-8080;  or  send  CV  to:  Mitchell  & 
Associates,  Inc.,  PC)  Box  1804,  Scottsdale, 
AZ  85252. 

ILLINOIS  ACADEMY  of  Family  Physicians 
has  available  an  opportunity  service  for  its 
members  to  use.  lAFP  has  detailed  informa- 
tion concerning  over  150  opportunities  of 
different  types  throughout  the  state.  To 
receive  complete  information,  mail  your 
C.V.  to  lAFP — 1200  Harger  Road,  Suite 
722,  Oak  Brook,  IL  60521. 

ARIZONA-BASED  Physician  Recruiting  firm 
has  opportunities  coast-to-coast.  “Quality 
Physicians  for  Quality  Clients  since  1972.” 
Call  (602)  990-8080;  or  send  C.V.  to:  Mitch- 
ell & Associates,  Inc.,  P.O,  Box  1804, 
Scottsdale,  AZ  85252. 

PRIMARY  CARE  PHYSICIANS— Arizona 
based  physician  recruitment  firm  has  various 
opportunities  for  BC/BE  internists,  EP’s, 
and  pediatricians  coast-to-coast.  Eor  further 
information,  contact  Mitch  Young  at  (602) 
990-8080;  or  send  C.V.  to;  Mitchell  & Asso- 
ciates, Inc.,  P.O.  Box  1804,  Scottsdale,  AZ 
85252. 

GENERAL  INTERNAL  MEDICINE— Marsh- 
field Clinic  is  seeking  a board  certified  or 
eligible  general  internist  to  join  its  expand- 
ing regional  center  in  Chippewa  f alls.  Chip- 
pewa Falls  is  a community  of  15,000  people 


located  in  beautiful  west  central  Wisconsin 
with  a wide  range  of  recreational,  education- 
al, and  cultural  opportunities  easily  accessi- 
ble. The  center  currently  includes  three 
internists.  The  clinic  is  adjacent  to  a 1 10-bed 
JCAH  accredited  hospital.  Marshfield  Clinic 
is  a 250-physician,  multi-specialty  private 
group  practice  offering  a very  competitive 
salary  and  fringe  benefit  package.  Send  cur- 
riculum vitae  and  references  to:  Bob  Peter- 
son, Director,  Regional  Centers,  Marshfield 
Clinic,  1000  North  Oak  Avenue,  Marshfield, 
VVI  54449;  or  you  may  call  collect  at  (715) 
387-5498. 

TWENTY-NINE  PHYSICIAN  multispecialtv 
clinic  located  in  desirable  east  central  Wis- 
consin location  is  seeking  board  certified  or 
board  qualified  orthopedic  surgeon  to  round 
out  its  services.  Lab,  x-ray,  excellent  hospi- 
tal. Liberal  guarantee  and  benefits.  If  inter- 
ested contact  D.  F.  Sweet,  M.D.,  Fond  du 
Lac  Clinic,  S.C.,  80  Sheboygan  Street,  Fond 
du  Lac,  Wisconsin  54935. 

EMERGENCY  MEDICINE.  For  emergency 
physician  who  possesses  excellent  clinical 
and  trauma  skills  within  a group  of  7 emer- 
gency room  physicians  located  in  beautiful 
northwest  Wisconsin  area.  Please  send  C.V. 
to:  M.  A.  Jaghlit,  M.D.,  900  W.  Clairemont 
Ave.,  Eau  Claire,  WI  54701;  or  call  (715) 
839-4404. 

STAFF  PHYSICIAN— Highly  reputable  Chi- 
cago clinic  group  specializing  in  treating 
venous  disorders  by  unique  compression 
injection  treatment  needs  staff  physicians 
with  2-5  years  experience  preferably  in  inter- 
nal medicine  or  general  practice.  Offer  com- 
petitive compensation  package  and  opportu- 
nities for  growth.  Many  opportunities  for 
relocation  to  other  metropolitan  areas  are 
available.  If  you  are  tired  of  working  eve- 
nings and  weekends  and  are  motivated  to 
build  a practice  with  a leader  in  varicose  vein 
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treatment,  please  send  CV  and  recent  finan- 
cial statement  to  Medical  Director.  Box 
2089,  c/o  Illinois  Medical  Journal,  Twenty  N. 
Michigan  Avenue,  Suite  700,  Chicago,  IL 
60602. 

FAMILY  PRACTICE,  GENERAL  INTERNIST, 

ENT  & Pediatrician — needed  for  two-hospi- 
tal,  historic  river  town  of  20,000.  Drawing 
area  of  approximately  60,000  with  new 
19,000  acre  recreational  lake.  Unlimited 
potential.  Contact  Carol  Murphy,  Physician 
Recruitment,  623  Broadway,  Hannibal,  MO 
63401,  or  call  314-221-3107. 

FAMILY  PHYSICIAN  for  established  south 
suburban  Chicago  group  practice  clinic.  BE/ 
BC.  Salary  guarantee  with  incentive  and 
benefit  package.  Reply  to  Box  ^2090,  c/o 
Illinois  Medical  Journal,  Twenty  North  Michi- 
gan Avenue,  Suite  700,  Chicago,  IL  60602. 

OB/GYN,  BOARD  CERTIFIED  or  eligible,  to 
join  highly  progressive,  rapidly  growing 
practice.  Normal  and  high  risk  obstetrics 
emphasized  along  with  highest  levels  of 
infertility  care  (microsurgery,  GIFT,  IVF, 
Laparoscopic  Laser  Surgery),  as  well  as 
extensive  gynecology  and  surgery  practice. 
Easy  lake  country  or  Milwaukee  suburban 
living.  Salary  and  guarantees  to  meet  your 
needs  with  opportunity  for  partnership  in 
one  year.  Available  July,  1988,  or  earlier. 
Contact  Matt  Meyer,  M.D.,  Women’s  Health 
Care,  S.C. /Milwaukee  Regional  Fertility 
Center,  426  W.  Main  Street,  Waukesha,  Wis- 
consin 53186,  414-549-1333. 

PSYCHIATRIST  for  busy  hospital/office  pri- 
vate practice.  Immediate  opening  with 
opportunity  for  partnership.  Northwest  Chi- 
cago suburbs.  Forward  C.V.  to  Box  ^2072, 
c/o  Illinois  Medical  Journal,  Twenty  North 
Michigan  Avenue,  Suite  700,  Chicago,  IL 
60602. 

GROUP  HEALTH,  INC.  SEEKS  BC/BE  asso- 
ciates in:  cardiology,  internal  medicine  and 
obstetrics/gynecology.  A balanced  life  style 
includes  the  enjoyment  of  practicing  quality 
medicine  in  a 30  year  old  prepaid,  multispe- 
cialty setting,  located  in  one  of  the  nation’s 
leading  metropolitan  areas,  working  in  excel- 
lent facilities,  participating  in  comprehensive 
benefits  with  flexible  compensation  and 
teaching  opportunities  available.  Please  send 
CV  to:  Jerry  Hess,  Group  Health,  Inc.,  2829 
University  Avenue  South  East,  Minneapolis, 
MN  55414. 

DIRECTOR,  OCCUPATIONAL  HEALTH:  Op- 
portunity to  direct  growing  occupational 
health  service  in  large  midwestern  city.  Posi- 
tion offers  a variety  of  challenges  in  conjunc- 
tion with  joint  programs  in  sports  medicine 
and  executive  fitness.  BE/BC  with  1-2  yrs 
experience  a plus.  Competitive  salary,  incen- 
tives, and  a negotiable  benefits  pkg.  Contact 
Jim  Davis.  Tyler  & Co.,  9040  Roswell  Rd, 
Atlanta,  GA.  Call  404-641-6411. 

FAMILY  PHYSICIAN— Well  equipped  48- 
bed  rural  JCAH  accredited  hospital  is  look- 
ing for  a family  physician  to  round  out  their 
medical  staff.  Modern  furnished  five  room 
clinic  located  on  hospital  grounds  provided. 
Lucrative  financial  package  including  guar- 


antee for  initial  period.  Unbelievable  income 
potential.  The  hospital  is  located  in  south- 
eastern Illinois  in  the  midst  of  the  Shawnee 
National  Forest.  Excellent  area  for  fishing, 
hunting,  boating,  etc.  Contact  Roby  Wil- 
liams, Administrator,  Hardin  County  Gener- 
al Hospital,  P.  O.  Box  2467,  Rosiclare,  IL. 
62982.  Telephone — (618)  285-6634. 

INDIANA — Prosperous  residential  commu- 
nity in  northern  Indiana  is  seeking  a derma- 
tologist. Twenty-three  physician  group  look- 
ing to  add  a second  dermatologist  to  a 
rapidly  growing  practice.  Excellent  academic 
affiliation  with  the  University  of  Notre  Dame 
located  nearby.  Contact:  Jean  Ecos,  250 
Regency  Ct.,  Waukesha,  WI  53186,  414- 
785-6500  (collect). 

LOCUM  TENENS  PHYSICIAN  ..  Join  a 
comprehensive  physician  support  service 
with  a major  medical  center  in  south  central 
Montana.  Locum  physicians  provide  primary 
care  coverage  (excluding  routine  OB)  for 
physicians  in  rural  Montana  and  Wyoming. 
Assignments  vary  in  length.  Reimbursement 
for  expenses,  malpractice,  health  insurance, 
CME.  Call  Locum  Tenens  Coordinator,  1- 
800-325-1774,  or  send  C.V.  to  1500  Poly 
Drive,  Suite  103,  Billings,  MT  59102. 

WISCONSIN— MILWAUKEE— opportunity 
exists  with  30-physician  multispecialty  group 
in  suburban  Milwaukee.  Wisconsin/South 
Central — fifty-five  physician  multispecialty 
group  seeking  third  full-time  pediatrician. 
Both  opportunities  offer  an  excellent  com- 
pensation package  with  incentives.  Contact: 
Jean  L.  Ecos,  250  Regency  Ct.,  Waukesha, 
WI  53186  or  call  1-800/338-7170. 

ADDITIONAL  INTERNIST  needed  for  suc- 
cessful, growing  group  practice  in  north 
central  Indiana,  close  to  Chicago  and  India- 
napolis. Excellent  compensation  and  bene- 
fits package  are  being  offered.  For  more 
information,  call  Robert  A.  Douglas,  M.D., 
1-800-327-1585. 

PEDIATRICIAN  WANTED  to  establish  prac- 
tice in  NW  Illinois  city  of  17,000,  service 
area  60,000  + . Space  available  in  fully- 
equipped  office  1 block  from  hospital  with 
new  peds.  unit  and  level  II  nursery.  100%  of 
collections,  no  buy-in.  Office  rent  negotia- 
ble. 1-2  hours  from  Chicago,  other  large 
cities.  For  more  information  or  to  schedule 
visit,  write  S.  Baumwell,  M.D.,  202  W.  Miller 
Road,  Sterling,  IL  61081  or  call  collect  (815) 
626-9660. 

GENERAL  PRACTICE  OPPORTUNITY  For 

Illinois  licensed  physician  with  own  malprac- 
tice insurance  for  busy  clinic  on  west  side  of 
Chicago.  Telephone:  (815)  933-1900. 

$145,000.00  INCOME  Family  practice 
group  aggressively  seeking  fourth  physician 
for  their  group.  Contact  Wiltfang-Paulson 
Clinic,  1129  Spencer  Street,  Grinnell,  Iowa 
50112.  Phone:  (515)  236-3163. 

GENERAL  SURGEONS:  The  community  and 
medical  staff  of  Clay  County  and  Clay  Coun- 
ty Hospital  invite  you  to  investigate  practice 
opportunities  at  Clay  County  Hospital. 
Offering  the  potential  for  a thriving  surgical 


practice  in  a comfortable  social  setting.  Con- 1 
tact:  John  E.  Monnahan,  700  North  Mill, 
Flora,  IL  62839,  618-662-2131 

LOCUM  TENENS  PHYSICIAN  ...  Join  a 
comprehensive  physician  support  service 
with  a major  medical  center  in  south  central ' 
Montana.  Locum  physicians  provide  primary  , 
care  coverage  (excluding  routine  OB)  for 
physicians  in  rural  Montana  and  Wyoming. 
Assignments  vary  in  length.  Reimbursement 
for  expenses,  malpractice,  health  insurance,  . 
CME.  Call  Locum  Tenens  Coordinator,  1- 
800-325-1774,  or  send  C.V.  to  1500  Poly 
Drive,  Suite  103,  Billings,  MT  59102. 

PULMONARY/INTERNAL  MEDICINE  prac-  i 
tice  located  in  Indiana,  about  one  hour  from 
Chicago  is  available.  Excellent  gross.  Grow- 
ing practice.  Owner  moving  out  of  state.  ! 
Professional  Practice  Sales,  540  Frontage  i 
Rd.,  Northfield,  IL  60093;  (312)441-61 1 1.  i 

FAMILY  PRACTICE  Unique  opportunity  in  j 
outpatient  family  medicine.  Marshfield  Clin- 
ic is  seeking  a board  certified/eligible  family 
practitioner  to  join  its  expanding  center  in 
Mosinee,  Wisconsin.  The  center  is  currently 
staffed  by  three  family  practitioners  and  a 
physician’s  assistant.  Full  specialty  consulta- 
tion is  readily  available.  Emphasis  on  quality 
lifestyle  is  combined  with  excellent  compen- 
sation and  fringe  benefits.  Send  curriculum 
vitae  and  references  to  Richard  G.  Nash, 
M.D.,  607  13th  Street,  Mosinee,  WI  54455; 
or  call  collect  to  (715)  693-6711. 

INTERNAL  MEDICINE  — DECATUR— 

95,000  population  near  Springfield  and 
Cliampaign;  350-bed  hospital,  21 -bed  IGU; 
new  medical  office  complex;  private  practice 
with  call  sharing  available;  excellent  financial 
incentives  provided;  Contact:  Phil  Kelbe, 
Fox  Hill  Associates,  250  Regency,  Wauke- 
sha, WI  53186;  1-800-338-7107. 

ILLINOIS — FP:  Quiet  central  Illinois  com- 
munity urgently  needs  the  services  of  a fam- 
ily practitioner.  Staff  privileges  at  hospital 
with  many  state-of-the-art  advantages.  Inter- 
view and  relocation  expenses,  plus  realistic 
first  year  income  available.  For  additional 
information,  call  or  send  CV  to  Jim  Murphy, 
Spectrum  Search,  P.O.  Box  27352,  St.  Lou- 
is, MO  63141;  1-800-237-6906;  314-878- 
2280. 

GREEN  BAY,  WISCONSIN— 28  physician 
multi-specialty  group  seeking  BC/BE  physi- 
cians in  the  following  specialties:  family  prac- 
tice, pulmonology,  pediatrics,  ENT  and  anes- 
thesiology. Green  Bay  is  a progressive  com- 
munity with  an  easy  lifestyle,  ample  outdoor 
activities,  excellent  schools  and  cultural 
activities.  The  Clinic  offers  competitive  sala- 
ry and  excellent  fringe  benefits.  Please  send 
CV  to:  P.  M.  Kindrachuk,  Administrator, 
West  Side  Clinic,  S.C.,  Post  Office  Box 
19070,  Green  Bay,  WI  54307-9070. 

PHYSICIANS  NEEDED  for  medical  practice 
opportunities  in  the  Midwest  and  western 
United  States.  Thirty  attractive  locations  to 
choose  from  in  metropolitan  and  rural  areas. 
All  with  excellent  salary  and  benefits.  We  will 
match  your  personal  and  professional  needs 
with  the  right  practice  opportunity.  Contact 
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a physician  placement  specialist  at  The  (’.en- 
ter for  Rural  Health,  .501  ('oluml)ia  Road, 
(’.rand  Forks,  Nl)  58201,  or  call  (701)  777- 
52()2  collect. 

PSYCHIATRISTS  NEEDED  academic  and 
clinical  positions  available  with  a salary  range 
from  $80,000  to  $100,000+  in  Fargo, 
North  Dakota,  metropolitan  area  of  140,000 
with  two  state  universities  and  one  liberal 
arts  college.  Contact  a physician  placement 
specialist  todav  at  The  Center  for  Rural 
Health,  501  Columbia  Road,  Crand  Forks, 
ND  58201,  or  call  (701)  777-3262  collect. 

QUAD-CITIES,  ILLINOIS  AREA — Regional 
and  hospital  based  directorship  available  lor 
physician  board  certified  in  emergency  med- 
icine. Prior  administrative  experience  neces- 
sary. Excellent  salary,  malpractice  insurance 
provided,  full  benefit  package  available. 
Contact:  Emergency  Consultants,  Inc.,  2240 
South  Airport  Road,  Room  17,  Traverse 
City,  Ml  49684;  1-800-253-1  795,  or  in  Mich- 
igan 1-800-632-3496. 

CHICAGO:  SEEKING  DIRECTOR  for  busy 
220  bed  hospital.  Board  certification  in 
emergency  medicine  or  primary  specialty 
preferred.  Excellent  salary,  malpractice 
insurance  provided  and  lull  benefit  package 
available.  Contact  Fanergency  Consultants, 
Inc.,  2240  South  Airport  Road,  Room  17, 
Traverse  City,  MI  49684;  1-800-253-1795, 
or  in  Michigan  1-800-632-3496. 

IMMEDIATE  OPENING  full-time  emergency 
physician  at  trauma  center  southwest  of  Chi- 
cago. Considerable  exposure  to  acute  trau- 
ma. Remuneration  exceeding  six  figures. 
Must  be  board  certified  in  emergency  medi- 
cine with  three/four  years  experience  in 
emergency  medicine.  Contact  W.L.  Gordon 
(815)  744-2800. 


SITUATIONS  WANTED 

DIAGNOSTIC  RADIOLOGIST:  Board  certi- 
fied, interventional  and  imaging  fellowships, 
experienced  in  all  modalities,  seeks  locums 
short  term.  Available  most  weekends,  some 
weeks  including  weekdays.  Reply  to  Box 
***2051,  c/o  Illinois  Medical  Journal,  Twenty 
North  Michigan  Avenue,  Suite  700,  Chicago, 
IL  60602. 

MEDICAL  ASSISTANTS,  Medical  Doctors, 
medical  secretary/receptionist,  office  man- 
ager/bookkeeper, insurance  biller,  laborato- 
ry/x-ray technicians  for  Chicago  and  sub- 
urbs. Call  American  Medical  Personnel,  Ms. 
Christy  at  (312)  337-4221. 

BOARD  CERTIFIED  GYNECOLOGIST:  Seeks 
partnership  in  Chicago.  Fellowship  in  family 
planning,  gyn-oncology.  F.xperienced  in  lipo- 
suction and  vein  injection  and  other  outpa- 
tient surgery.  Call  at  night:  (312)  527-4346. 
Reply  to  Box  2088  c/o  Illinois  Medical  Jour- 
nal, Twenty  North  Michigan  Avenue,  Suite 
700,  Chicago,  IL  60602. 

BOARD-CERTIFIED  OB/GYN  seeking  part- 
time  positions.  Please  reply  to  Box  <**2047, 
c/o  Illinois  Medical  Journal,  Twenty  North 
Michigan  Avenue,  Suite  700,  Chicago,  IL 


60602. 

CERTIFIED  FAMILY-PRACTITIONER  seeking 
part-time  position.  Re|)ly  to  Box  ^2048,  c/o 
Illinois  Medical  journal.  Twenty  North  Michi- 
gan Avenue,  ,Suite  700,  Chicago,  IL  60602. 


FOR  SALE,  LEASE  OR  RENT 

USED  MEDICAL  EQUIPMENT.  Complete 
suites  or  individual  pieces  bought  and  sold. 
Also  examination  tables,  O.R.  tables,  O.R. 
lights,  EKG’s,  therapeutic  and  diagnostic 
ultrasound,  diathermy  surgical  instruments, 
microscopes,  etc.  Please  call  or  write  Robert 
Shapiro  at  2618  W.  Peterson  Avenue,  Chica- 
go, IL  60659;  (312)  743-3900. 

OFFICE  SPACE  for  rent  in  Hanover  Park. 
Greenbrook  Professional  Genter,  Green- 
brook  and  Lake  Sts.  Special  incentives 
offered.  Gall  (312)  830-2900. 

FAMILY  PRACTICE  for  sale.  25  years  old. 
City  of  12,000  ten  miles  from  St.  L.ouis, 
Missouri.  No  OB.  Grossing  $360,000.00 
yearly.  Price-  one  year  net  income.  Reply  to 
Box  ^2073,  c/o  Illinois  Medical  Journal, 
Twenty  North  Michigan  Avenue,  Suite  700, 
Chicago,  IL  60602. 

FOR  SALE:  Medical  building  Harlem/Bel- 
mont. 6 yrs  new.  Nets  $100,000.  Park  40 
cars.  No  money  down.  Call  Mr.  Eisenberg 
Baldwin  & Associates  (312)  472-3800. 

MODERN  3 BEDROOM  tri-level  residence, 
with  living  room,  family  room-kitchen  area, 
located  on  65  acres  outside  Centralia,  Illi- 
nois. The  acreage  is  improved  with  stables, 
feed  lot,  metal  outbuildings,  fenced  pasture 
and  pond.  Some  of  the  remaining  acreage  is 
in  cultivation.  Three  miles  or  less  from 
schools,  churches,  hospital  and  shopping. 
Excellent  opportunity  for  horse  farm  enthu- 
siast. Please  contact  either  (618)-532-7426 
by  telephone  or  P.O.  Box  179,  Mascoutah, 
IL  62258,  in  writing  for  further  information 
or  appointment  to  visit  this  real  estate. 

LONGBOAT  KEY  (Sarasota)  Florida — Newly 
redecorated  2 bedroom,  2 bathroom  condo- 
minium. Balcony  with  direct  Gulf  frontage 
and  view.  Available  February  1-May  31.  Thir- 
ty day  minimum.  Swimming  pool.  Golf  near- 
by. Security  Deposit.  Manager  on  premises. 
$3,000  per  month  (Jack,  815-562-8754). 

SOUTHEAST  SIDE  CHICAGO:  General  prac- 
tice located  near  Jackson  Park  Hospital. 
Grossing  $140,000,  asking  $40,000  or  pur- 
chase practice  and  real  estate  for  $96,000. 
Professional  Practice  Sales,  540  Frontage 
Rd.,  Northfield,  IL  60093;  (312)  441-6111. 

AVAILABLE  FOR  RENT  1988  Modern  estab- 
lished pediatric  medical  suites,  (1800  sqft).  in 
prestigeous  Medical  Genter,  6450  N.  Gali- 
fornia,  (corner  Arthur).  Pharmacy,  x-ray 
office,  complete  laboratory  on  premises. 
Spacious  waiting  room  and  6 day  full  time 
experienced  receptionists — switchboard 

operators  to  handle  appointments,  paid  by 
building.  Parking  lot.  Reasonable  rent.  Will 


divide  space  if  re<iue.sted.  For  appoinimetil 
call:  (312)  764-4000  or  (312)  338-5089. 

IMMEDIATE  OPENING  in  family  [tractice. 
Thriving  practice  available  due  to  imminent 
retirement,  located  in  Illinois  mideastern 
city.  Guaranteed  salary'  plus  incentive,  liberal 
benefits.  Send  G.  V.  to  R.  1).  McKinley, 
Farris  & Associates,  Inc.,  16216  Baxter 
Road,  Suite  200,  Ghesterfiekl,  MO  63017. 

AVAILABLE  GENERAL  Surgery  Practice. 
Physician  Retirement.  Outstanding  opportu- 
nity. High  Income.  Modern  hospital  and 
university  nearby.  Gall  (217)  234-6447  or 
235-4525  after  5:00  p.m. 

FOR  SALE — well  established  general  prac- 
tice located  in  twin  cities  of  central  Illinois 
with  universities  in  each.  Excellent  opportu- 
nity for  young  physician  interested  in  prima- 
ry care  medicine.  Expect  population  increase 
with  new  auto  plant.  Reply  to  Box  2091 , c/o 
the  Illinois  Medical  Journal,  Twenty  North 
Michigan  Ave.,  Suite  700,  Ghicago,  IL 
60602. 

FAMILY  PRACTICE/INTERNAL  medicine. 
W'ell  established  and  fully  equipped  medical 
office  building  and  practice  available  imme- 
diately for  sale,  contract  or  rent  in  western 
Illinois  community — population  15,000. 
Excellent  family  community.  Terms  negotia- 
ble. GPs  welcome.  Reply  to  Box  <**2001, 
c/o  Illinois  Medical  Journal,  Twenty  North 
Michigan  Avenue,  Suite  700,  Ghicago,  IL 
60602. 

USED  MEDICAL  EQUIPMENT.  Examination 
tables,  EKG,  ophthalmoscope,  otoscopes, 
copy  machine,  audiometer  and  many  small 
items.  Gall  (217)932-4425. 

FOR  SALE:  GE  Dataline  Ultrasound  (1983) 
in  mint  condition.  $6000  or  best  offer.  Call 
(815)  758-8622. 

MEDICAL  EQUIPMENT  for  sale/lease.  New 
and  used  exam  room  furniture,  FlKG’s, 
hyfracators,  scales,  diagnostic  equipment, 
stretchers,  more.  Trade-ins  accepted.  Deliv- 
ery available.  800-553-8367. 


MISCELLANEOUS 

DISCOUNT  HOLTER  SCANNING  Services 
starting  at  $35.00.  Spacelabs  bolter  recorder 
(cassette)  available  from  $1275.00.  Cardio- 
nostic  bolter  recorder  (cassette)  available 
from  $995.00.  Smallest  and  lightest  bolters 
update.  Fast  service  (24-48  hrs  turn  over). 
Hookup  kits  starting  at  $4.95.  Special  intro- 
ductory offer  of  three  free  tests  with  any 
purchase  or  lease  of  the  recorder.  Cardiolo- 
gist overread  available  for  $15.00.  If  inter- 
ested call  1-800-248-0153. 

MEDICAL  TRANSCRIPTION:  Federal  disabil- 
ity letters,  consultations,  progress  notes;  24 
hour  toll-free  phone-in  dictation  service;  fast 
turn-around  time;  fee  per  line.  Certified 
Medical  Transcriptionists  (AAMT),  qualified 
in  all  specialties.  Hagedorn  Secretarial  Ser- 
vice, Inc.,  “Specialists  in  medical  transcrip- 
tion”; (312)296-0034. 
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FOR  PHYSICIANS  and  residents:  Unsecured 
signature  loans  $5,000-$60,000.  No  points 
or  fees.  Competitive  rates-level  payments. 
Up  to  six  years  to  repay.  Deferred  principle 
option,  confidential-rapid  processing.  For 
information  and  application  call  toll-free 
(800)331-4952,  MediVersal  Dept.  114;  or 
MediFinancial  Services  (512)  836-9126, 

Harper. 


HEALTH  CARE  PERSONNEL  Consulting, 
Inc.,  a division  of  The  Health  Care  Group, 
specializes  in  valuation  and  sales.  We  have 
practices  currently  available  in  the  following 
specialty  areas:  Allergy,  dermatology,  family 
practice,  internal  medicine,  ophthalmology, 
pediatrics,  psychiatry,  psychology,  radiology 
and  urgent  care.  For  more  information 
regarding  selling  or  buying  a medical  prac- 


tice, contact  our  brokerage  division  at  The 
Health  Care  Group,  400  GSB  Bldg.,  Bala 
Cynwyd,  PA  19004;  or  call  (215)  667-8630. 

MANUSCRIPT  PREPARATION  for  medical 
journal  publication  to  include  word  process- 
ing, meticulous  proofreading  and  editing  by 
AAMT  certified  medical  transcriptionist. 
Call  RK  Young  (312)  830-9454. 
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Pro  Bono  Is 
As  Pro  Bono  Does 


A physician  likes  to  practice  his  art, 
do  his  hospital  rounds  and  office 
practice  and  use  his  medical  and 
surgical  skills.  We  chose  it  as  our 
field  of  study  and  spent  years  mas- 
tering this  vocation. 

We  may  bitch  about  the  hours, 
the  paperwork,  the  dumb  routines 
and  the  intrusions  of  third  parties 
but  we  love  what  we  do.  Moreover, 
we  all  earn  good  money  doing  what 
we  enjoy  and  our  families  are  pro- 
vided for.  We  work  hard,  the  money 
comes  in,  the  bills  are  paid,  the 
savings  grow  and  few  of  us  worry 
about  mundane  subjects  such  as 
management  skills,  marketing, 
“bottom  lines”  and  losing  our  jobs. 
We  get  a charge  out  of  making  an 
astute  diagnosis  in  a difficult  situa- 
tion, working  with  wit  and  humor 
and  pulling  off  a tough  job  or  surgi- 
cal chore  successfully.  We  all  work 
for  nothing  some  of  the  time.  Most 
of  us  know  it  is  useless  and  counter- 
productive to  worry  about  the  mon- 
ey part  of  medicine,  the  fee-for- 
service.  We  try  to  be  businesslike 
and  do  what  our  management  con- 
sultants and  medical  economists 
urge  us  to  do  but  these  are  not  our 
primary  concerns. 

We  take  our  turn  in  the  emergen- 
cy room  and  see  patients  knowing 
that  many  can’t  or  won’t  pay.  Insur- 
ance companies  and  state  and  fed- 


eral payors  deliver  disappointingly 
and  concerning  oneself  about  it 
rarely  helps. 

We  give  professional  courtesy. 

We  charge  reduced  fees  for  min- 
isters, priests,  religious,  nurses, 
police  and  many  others. 

Some  of  us  go  to  Haiti,  the  Phil- 
lipines.  Central  America  or  else- 
where and  some  work  here  at  home 
using  our  skills  and  teaching  others 
without  pay. 

Some  physician  organizations 
arrange  free  medical  care  through 
storefront  clinics  and  provide  free 
physician  referral  services. 

Doctor  volunteers  staff  free  clin- 
ics part  time  in  many  areas  of  this 
state. 

We  take  care  to  lessen  the  bur- 
den of  the  working  poor.  Part  time 
workers  with  no  health  insurance 
benefits  who  will  not  seek  or  accept 
public  aid  are  cared  for  in  our 
practices. 

We  follow  the  biblical  injunction 
not  to  enrich  ourselves  on  the  backs 


of  widows  and  orphans. 

We  stumble  into  situations  where 
recompense  has  little  relation  to  the 
costs  incurred  rendering  it  {i.e., 
making  less  money  on  a Medicaid 
delivery  than  the  malpractice  pre- 
mium unit  cost  of  delivering  a 
baby). 

Yes,  it  is  good  that  the  journal  of 
the  AMA  and  the  American  Bar 
Association  journal  issued  a joint 
editorial  to  point  out  “that  all  doc- 
tors and  lawyers,  as  a matter  of 
ethics  and  good  faith  should  con- 
tribute a significant  percentage  of 
their  total  professional  efforts  with- 
out expectation  of  financial  renu- 
meration.” We  support  these  senti- 
ments and  we  laud  their  reminding 
us  of  them.  The  lawyers  aptly  call  it 
pro  bono  publico,  meaning  “for  the 
public  good.”  We  join  them  in 
doing  what  we  as  professional  men 
and  women  have  done  all  our  lives. 
Let  us  continue  to  do  these  things 
more  widely  and  generously  than 
ever  before.  i 


/A'  D, 


Edward  J.  Fesco,  M.D. 

President 
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FOR  YEARS  OF 

COMPUANCE, 


NOT  COMPLAINTS 

IN  HYPERTENSION 


" Well-tolerated,  once-a-day  therapy 
for  patient  compliance  that  lasts 

Rarely  causes  • impotence^  • depression^  • sleep  disturbances^ 
Doesn't  compromise  • potassium^  • glucose^  • lipids^ 

"Long-term  control  as  initial  therapy 
or  in  combination 

"Excellent  patient  acceptance 
reduces  dropouts 

An  estimated  80%  of  responders  stay  on  HYTRIN  long  term, 
as  shown  In  a two-year  study^ 

Side  effects  generally  were  mild  and  transient.  Dizziness  and 
asthenia  were  the  most  common.  Others  reported  signifi- 
cantly more  frequently  than  with  placebo  were  nasal  congestion, 
peripheral  edema,  somnolence,  nausea,  palpitations,  and  blurred 
vision.  Incidence  of  syncope  (1.0%)  was  not  significantly  different 
from  placebo. 

"One  price  for  all  dosage  strengths 

Even  if  dosage  is  increased,  patient  cost  is  not  increased 


'^HYTRIN 


® Img 
2mg 
5mg 
tablets 


The  first  once-a-day  alpha^  blocker 


advancing  cardiovascular  care 


Please  see  accompanying  brief  summary 
7083834 


HYTRIN* 

(terazosin  hydrochloride  tablets) 

Brief  Summar>  • 

CLINICAL  PHARMACOLOGY:  Pharmacodynamics:  Clinical  studies  of  terazosin  used  in  once  a day  (maiority) 
and  b i d regimens  Miith  total  doses  usually  in  the  range  of  5-20mg/day.  in  patients  with  mild  or  moderate  hyperten 
Sion.  Because  terazosin,  like  all  alpha  antagonists,  can  cause  large  falls  in  blood  pressure  after  the  first  oose  or 
first  few  doses,  the  initial  dose  was  Img  in  virtually  all  studies,  with  subsequent  titration  to  a specified  fixed  dose 
or  titration  to  a specified  blood  pressure  end  point 

Blood  pressure  responses  were  measureo  at  the  end  of  the  dosing  interval  (usually  24  hrs ) and  effects  were 
shown  to  persist  throughout  the  interval,  with  usual  supine  responses  5-lOmmHg  systolic  and  3.5-8mmHg  diastolic 
greater  than  placebo  The  responses  in  the  standing  position  tended  to  be  somewhat  larger,  although  this  was  not 
true  in  all  studies.  The  magnitude  of  blood  pressure  responses  was  similar  to  prazosin  and  less  than  Hydrochlorothi- 
azide (in  a single  study)  In  measurements  24  hrs  after  dosing,  heart  rate  was  unchanged 

Limited  measurements  of  peak  response  (2-3  hrs.  after  dosing)  during  chronic  terazosin  administration  indicate 
that  It  IS  more  than  twice  the  trough  (24  hr)  response,  suggesting  some  attenuation  of  response  at  24  hrs.  pre- 
sumably due  to  a fall  in  blood  terazosin  concentrations  at  the  end  or  the  dose  interval  This  explanation  is  not  estab 
lished  with  certainty  and  is  not  consistent  with  the  similarity  of  blood  pressure  response  to  once-a  day  and  b i.d. 
dosing  With  the  absence  of  an  observed  dose  response  relationship  over  a range  of  5-20mg.  i.e..  if  blood  concen- 
trations fall  to  the  point  of  providing  less  than  full  effect  at  24  hrs  . a shorter  dosing  interval  or  larger  dose  should 
lead  to  increased  response  Measure  blood  pressure  (BP)  at  the  end  of  the  dose  interval  if  response  is  not  satis 
factory,  patients  may  be  tried  on  a larger  oose  or  b i d regimen  The  latter  should  be  considered  if  side  effects, 
such  as  dizziness,  palpitations,  or  orthostatic  complaints,  are  seen  within  a few  hours  after  dosing 

The  greater  BP  effect  associated  with  peak  plasma  concentrations  (first  few  hours  after  dosing)  appears  some- 
what more  position  dependent  (greater  in  the  erect  position)  than  the  effect  of  terazosin  at  24  hrs  In  the  erect  po- 
sition there  is  a 6-10  bpm  increase  in  heart  rate  in  the  first  few  hours  after  dosing.  During  the  first  3 hrs.  after 
dosing  1 2 5^  of  patients  had  a systolic  pressure  fall  of  30mmHg  or  more  from  supine  to  standing,  or  standing  sys- 
tolic pressure  below  90mmHg  with  a tall  of  at  least  20mmHg.  compared  to  4%  of  a placebo  group 
INDICATIONS  AND  USAGE:  Indicated  for  the  treatment  of  hypertension 
CONTRAINDICATIONS:  None  known 

WARNINGS:  Syncope  and  "First-dose”  Effect:  Terazosin,  like  other  alpha-adrenergic  blocking  agents,  can 
cause  marked  hypotension,  especially  postural  hypotension,  and  syncope  in  association  with  the  first  dose 
or  first  few  doses.  A similar  enect  may  occur  if  therapy  is  interrupted  for  more  than  a few  doses.  Syncope 
has  been  reported  with  other  alpha-adrenergic  blocking  agents  in  association  with  rapid  dosage  increases 
or  introduction  of  another  antihypertensive  drug.  Syncope  may  be  due  to  an  excessive  posturalnypotensive 
effect,  although  occasionally  the  syncopal  episode  nas  been  preceded  by  severe  supraventricular  tachycardia 
with  heart  rates  of  120-160  bpm. 

To  decrease  the  likelihood  of  syncope  or  excessive  hypotension,  always  initiate  treatment  with  a Img 
dose  at  bedtime.  The  2mg  and  5mg  tablets  are  not  indicated  as  initial  therapy.  Increase  dosage  slowly,  and 
add  additional  antihypertensive  agents  with  caution.  Caution  patients  to  avoid  situations  where  injury  could 
result  if  syncope  occurs  during  initiation  of  therapy. 

In  early  studies,  where  increasing  single  doses  up  to  7 5mq  were  given  at  3 day  intervals,  tolerance  to  the  first 
dose  phenomenon  did  not  necessarily  develop  and  the  "first  dose ' effect  was  observed  at  all  doses  Syncopal  epi 
sodes  occurred  in  3 of  14  subjects  given  doses  of  2.5,  5.  and  7 5mg.  which  are  higher  than  the  recommended  initial 
dose  Severe  orthostatic  hypotension  (BP  50/0mmHg)  was  seen  in  two  others  antJ  dizziness,  tachycardia,  and  light- 
headedness  occurred  in  most  subjects  These  adverse  effects  all  occurred  within  90  mm.  of  dosing 

In  multiple  dose  clinical  Inals  involving  nearly  2000  patients,  syncope  was  reported  in  about  1%  of  patients,  in 
no  case  severe  or  prolonged,  and  was  not  necessarily  associated  with  early  doses. 

If  syncope  occurs,  place  patient  in  recumbent  position  and  treat  supportively  There  is  evidence  that  the 
orthostatic  effect  of  terazosin  is  greater,  even  in  cnronic  use,  shortly  after  dosing 

PRECAUTIONS;  General  Orthostatic  Hypotension:  While  syncope  is  the  most  severe  orthostatic  effect  of 
terazosin,  other  symptoms  of  lowered  6P  such  as  dizziness.  Iighiheadedness  and  palpitations,  are  more  common, 
occurring  in  28%  of  patients  in  clinical  trials  Patients  with  occupations  m which  such  events  represent  potential 
problems  should  be  treated  with  particular  caution 

Information  for  Patients  Make  aware  of  possibility  of  syncopal  and  orthostatic  symptoms,  especially  at  initiation 
of  therapy,  and  to  avoid  driving  or  hazaroous  tasks  for  12  hrs  after  the  first  dose,  after  a dosage  increase,  and 
after  interruption  of  therapy  when  treatment  is  resumed  Caution  to  avoid  situations  where  injury  could  result 
should  syncope  occur  during  initial  therapy  Advise  to  sit  or  lie  down  when  symptoms  of  lowered  6P  occur  and  to 
rise  carefully  from  a sitting  or  lying  position  Bothersome  dizziness.  Iightheadedness.  or  palpitations  should  be 
reported  to  pnysician. 

Tell  patients  that  drowsiness  or  somnolence  can  occur,  requiring  caution  in  people  who  must  drive  or  operate 
heavy  machinery 

Laboratory  Tests  Small  but  statistically  significant  decreases  m hematocrit,  hemoglobin,  WBC.  total  protein  and 
albumin  were  observed  in  clinical  trials.  The  magnitude  of  decreases  did  not  worsen  with  time  These  findings  sug- 
gest the  possibility  of  hemodilution. 

Drug  Interactions  In  controlled  trials,  terazosin  was  added  to  diuretics,  and  several  beta  adrenergic  blockers,  no 
unexpected  interactions  were  observed  Terazosin  has  also  been  used  concomitantly  without  interaction  in  at  least 
50  patients  on  the  following.  1)  analgesic/anti-inflammatory  (acetaminophen,  aspirin,  codeine,  ibuprofen.  indo- 
methacin).  2)  antibiotics  (erythromycin,  trimethoprim  and  sulfamethoxazole).  3)  anticholinergic/sympathomimet- 
ics  (phenylephrine  HCI.  phenylpropanolamine  HCI.  pseudoephedrine  HCI).  4)  aniigout  (allopurinolf . 5)  anlihista 
mines  (chlorpheniramine).  6)  cardiovascular  agents  (atenolol,  hydrochlorotniazide.  methyclothiazide.  pro- 
pranolol). 7)  corticosteroids.  8)  gastrointestinal  agents  (antacids).  9)  hypoglycemics.  10)  sedatives  and  tranquil- 
izers (diazepam) 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility  HYTRIN  was  devoid  of  mutagenic  potential  when  evaluated 
m VIVO  and  m vitro 

HYTRIN,  administered  in  feed  to  rats  at  doses  of  8.  40.  and  250mg/kg/d3y  for  2 yrs.  was  associated  with  a 
statistically  sig^nificant  increase  in  benign  adrenal  medullary  tumors  of  male  rats  exposed  to  the  250mg/kg  dose. 
This  dose  is  695  X max  recommended  human  dose  (20mg/55kg).  Female  rats  were  unaffected.  HYTRIN  was  not 
oncogenic  in  mice  when  administered  in  feed  for  2 yrs  at  a maximum  tolerated  dose  of  32mgAg/day 

The  absence  of  mutagenicity  in  a battery  of  tests,  of  tumongenicity  of  any  cell  type  in  the  mouse  carcinogenicity 
assay,  of  increased  total  tumor  incidence  in  either  species,  and  of  proliferative  adrenal  lesions  in  female  rats,  sug- 
gests a male  rat  species-specific  event.  Numerous  other  diverse  pharmaceutical  and  chemical  compounds  have 
been  associated  with  these  tumors  in  male  rats  without  supporting  evidence  for  carcinogenicity  in  man 

Effects  on  fertihty  were  assessed  in  a standard  fertilily/reproductive  performance  study  in  which  male  and 
female  rats  were  administered  oral  doses  of  8.  30  and  120mg/kg/day  Four  of  20  male  rats  given  30mg/kg  and  5 
of  19  male  rats  given  120mg/kg  failed  to  sire  a litter  Testicular  weights  and  morphology  were  unaffected,  vaginal 
smears  at  30  and  120mg/kg/day  appeared  to  contain  less  sperm  than  smears  from  control  matings  and  good  corre 
lation  was  reported  between  sperm  count  and  subsequent  pregnancy 

dral  use  for  1 or  2 yrs  elicited  a statistically  significant  increase  in  testicular  atrophy  in  rats  exposed  to  40  and 
250mg/kg/ddy.  but  not  in  rats  exposed  to  8mg/kg/day  (>  20  X max  recommended  human  dose)  Testicular  atro 
phy  was  observed  in  dogs  dosed  with  300mg/lu|/day  ( > 800  X max  recommended  human  dose)  for  3 months  but 
not  after  1 yr.  when  dosed  with  20mg/kg/day  This  lesion  has  also  been  seen  with  Minipress® 

Pregnancy  Teratogenic  effects  Pregnancy  Category  C There  are  no  adequate  and  well  controlled  studies  in  preg 
nant  women  and  the  safety  of  terazosin  in  pregnancy  has  not  been  established  HYTRIN  is  not  recommended  during 
pregnancy  unless  potential  benefit  justifies  potential  risk  to  mother  and  fetus 

Nonteratogenic  effects:  In  a pen  and  post  natal  development  study  in  rats,  significantly  more  pups  died  in  the 
group  dosed  with  120mg/kg/day  ( > 30(J  X max.  recommended  human  dose)  than  in  the  control  group  during  the 
3 week  post  partum  period. 

Nursing  Mothers  It  is  not  known  whether  terazosin  is  excreted  in  breast  milk,  therefore,  exercise  caution  when 

administering  terazosin  to  a nursing  woman 

Pediatric  Use  Safely  and  effectiveness  have  not  been  determined 

ADVERSE  REACTIDNS:  The  prevalence  of  adverse  reactions  has  been  ascertained  from  14  placebo-controlled 
studies  conducted  primarily  in  ine  U.S  The  studies  involved  once-a  day  administration  of  terazosin  as  monotherapy 
or  in  combination  with  other  antihypertensive  agents,  at  doses  ranging  from  1 to  40mg  All  adverse  events  reported 
during  these  studies  were  recorded  as  adverse  reactions  Adverse  events  where  the  prevalence  rate  in  the  terazosin 
group  was  at  least  5%.  where  the  prevalence  rate  for  the  terazosin  group  was  at  least  2%  and  was  greater  than 
tne  prevalence  rale  for  the  placebo  group,  or  where  the  reaction  is  of  particular  interest  are  summarized  below 
Only  asthenia,  blurred  vision  dizziness,  nasal  congestion,  nausea,  penpneral  edema,  palpitations  and  somnolence 
were  significantly  (p<0  05)  more  common  in  patients  receiving  terazosin  than  in  patients  receivinq  placebo 
Other  events  include  [%TERUOSIN-*/*PLACEBO]:  asthenia  (1 1.3%-4.3%).  back  pain  (2  4%-1  2lO.  blurred 
vision  (1.6%-0%).  depression  (0  3%-(i  2%).  dizziness  (19.3%-7  5%),  dyspnea  (3.1%-2.4%),  edema  {0.9%-0.6%), 
headache  (16  2%-15.8%).  impotence  (1.2%-14%).  libido  decreased  (0  6%-0  2%).  nasal  congestion 
(5.9%-3.4%),  nausea  (4  4%-1  4%),  nervousness  (2.3%-1.8%),  pam-extremilies  {3.5%-3%).  palpitations 
(4  3%-1.2%),  paresthesia  (2.9%-1  4%).  peripheral  edema  (5.5%  24%),  postural  hypotension  (13%-04%). 
sinusitis  (2.6%-1  4%),  somnolence  (5  4%-2,6%).  tachycardia  (1.9%-1.2%),  weight  gam  (0  5%-0.2%) 

Adverse  reactions  were  usually  mild  or  moderate  in  intensity  but  sometimes  were  serious  enough  to  interrupt 
treatment.  Adverse  reactions  that  were  most  bothersome  as  judged  by  being  reported  as  reasons  for  (hscontinuation 
of  therapy  by  at  least  0 5%  of  the  terazosin  group  and  oeing  reported  more  often  than  in  the  placebo  group 
[ViTERAZOSIN-ViPLACEBO]  are  asthenia  (1  6%  0%).  blurred  vision  (0.6%-0%).  dizziness  (3.1%  ()  4%).  dys 
pnea  (0  9%-0  6%).  headache  (1  3%-1%).  nasal  congestion  (0.6%-0%).  nausea  (08%-0%).  palpitations 
(1  4%-0.2%),  paresthesia  (0.8%-()2%).  peripheral  edema  (0.6%-0%).  postural  hypotension  {0  5%-0%),  somno 
lence  (0.6%-0.2%).  syncope  (0.5%  0 2%).  tachycardia  (0  6%-0%). 

Additional  adverse  reactions  have  been  reported,  but  these  are  not  distinguishable  from  symptoms  that  might 
have  occurred  in  the  absence  of  exposure  to  terazosin.  The  following  additional  adverse  reactions  were  reported 
by  at  least  1%  of  1987  patients  who  received  terazosin  in  clinical  studies  or  during  marketing  experience  abdomi- 
nal pain,  abnormal  vision,  anxiety,  arrhythmia,  arthralgia,  arthritis,  bronchitis,  chest  pain,  cold  symptoms,  conjunc- 
tivitis. constipation,  diarrhea,  dry  mouth,  dyspepsia,  epistaxis.  facial  edema,  fever,  flatulence,  flu  symptoms,  gout, 
increased  cough,  insomnia,  joint  disorder,  myalgia,  neck  pain,  pharyngitis,  pruritus,  rash,  rhinitis,  shoulder  pam. 
sweating,  tinnitus,  urinary  frequency,  urinary  tract  infection,  vasodilation,  vomiting 

DDSAGE  AND  ADMINISTRATION:  Dose  and  dose  interval  (1 2 or  24  hrs.)  should  be  adjusted  according  to  BP  re 
sponse 

Initial  Dose.-  Img  at  bedtime  Observe  the  initial  dosing  regimen  strictly  to  minimize  potential  for  severe  hypoten 
sive  effects 

Subsequent  Doses:  Slowly  increase  dose  to  achieve  desired  BP  response  Usual  dose  range  is  1mg  to  Smg  once 
a day  Some  patients  may  benefit  from  doses  up  to  20mg/day^  Doses  over  20mQ  do  not  appear  to  provide  further 
BP  enect.  Doses  over  4dmg  have  not  been  studied  Monitor  BP  at  the  end  of  dosing  interval  to  assure  control  is 
maintained.  It  may  be  helpful  to  measure  BP  2-3  hrs  after  dosing  to  see  if  maximum  and  minimum  responses  are 
similar,  and  to  evaluate  symptoms  which  can  result  from  excessive  hypotensive  response  If  response  is  substan- 
tially diminished  at  24  hrs  consider  an  increased  dose  or  b i d regimen  If  administration  is  discontinued  for 
several  days  or  longer,  reinstitute  therapy  using  initial  dosing  regimen.  In  clinical  Inals,  except  for  the  initial 
dose,  the  dose  was  given  m the  morning 

Use  With  Dther  Drugs:  Caution  should  be  observed  when  terazosin  is  administered  concomitantly  with  other  an 

tihypertensive  agents  (e  g.,  calcium  antagonists)  to  avoid  the  possibility  of  siqnificant  hypotension  When  adding  a 

diuretic  or  other  antihypertensive  agent,  dosage  reduction  and  retitration  may  be  necessary 
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Quit  Smoking  Clinics 


The  Illinois  Interagency  Council  on  Smoking  and 
Disease  has  facilitated  a series  of  “I  Quit  Smoking” 
clinics  around  the  state. 

The  Council  is  able  to  provide  information  about 
training  programs  for  clinic  moderators,  for-credit 
training  programs  for  nurses  planning  to  moderate  “I 
Quit”  clinics  and  regular  industrial  programs. 

Inquiries  should  be  addressed  to  the  Council  at  1440 
W.  Washington  Blvd.,  Chicago  60607.  Telephone  (312) 
243-2000. 

The  Illinois  Interagency  Council  on  Smoking  and 
Disease  coordinates  and  helps  its  member  agencies 
combat  the  serious  health  hazards  of  smoking  and 
provides  liaison  with  the  National  Interagency  Council 
on  Smoking  and  Health. 

In  addition,  the  American  Cancer  Society  provides 
Fresh  Start  clinic  training  anywhere  in  Illinois  for 
hospitals  and  industries.  Educational  materials,  pam- 
phlets, posters,  hints  and  training  can  also  be  obtained 
at  no  charge.  For  information,  contact  your  local  ACS 
ofhce,  or  the  Illinois  Division,  Inc.,  at  37  South  Wabash 
Ave.,  Chicago  60603;  (312)  372-0471. 

The  Journal  will  carry  this  listing  on  a regular  basis. 


and  urges  Illinois  physicians  to  notify  their  patients 

this  service. 

March  1 

Rush  North  Shore  Med. 

Ctr. 

Skokie 

March  1 

VA  Lakeside  Med.  Ctr. 

Chicago 

March  8 

Carle  Clinic 

Urbana 

April  4 

Alexian  Bros.  Med.  Ctr. 

Elk  Grove 

To  Be 

Ambutal 

Crystal  Lake 

Announced 

To  Be 

Copley  Memorial  Hospital 

Aurora 

Announced 

To  Be 

Delnor  Community 

Geneva  and  St. 

Announced 

Hospital 

Charles 

To  Be 

Dreyer  Clinic 

Aurora 

Announced 

To  Be 

Field  Medical  Group 

Chicago 

Announced 

To  Be 

Highland  Park  Hospital 

Highland  Park 

Announced 

To  Be 

Hinsdale  Hospital 

Hinsdale 

Announced 

To  Be 

Memorial  Hospital  for 

Woodstock 

Announced 

McHenry  County 

To  Be 
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Mendota 
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To  Be 

Northern  Illinois  Med.  Ctr. 

McHenry 
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Ravenswood  Health  Care 

Chicago 
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Resurrection  Health 

Chicago 

Announced 
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To  Be 
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Elgin 

Announced 

To  Be 

West  Town  Public  Health 

Chicago 

Announced 

Clinic 
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Before  prescribing,  see  complete  prescribing 
Informetlon  In  SKBP  LAB  CO.  literature  or  PDR. 
The  following  Is  a brief  summary, 
Contraindications:  There  are  no  known  contraindi- 
cations to  the  use  of  Tagamet 
Precautions:  While  a weak  antlandrogenic  effect 
has  been  demonstrated  In  animals,  'Tagamet'  has 
been  shown  to  have  no  effect  on  spermatogenesis, 
sperm  count,  motility,  morphology  or  In  vitro  fertiliz- 
ing capacity  In  humans. 

In  a 24-month  toxicity  study  In  rats  at  dose  levels  ap- 
proximately 9 to  56  times  the  recommended  human 
dose,  benign  Leydig  cell  tumors  were  seen.  These 
were  common  In  both  the  treated  and  control 
groups,  and  the  Incidence  became  significantly 
higher  only  In  the  aged  rats  receiving  'Tagamet '. 

Rare  Instances  of  cardiac  arrhythmias  and  hypoten- 
sion have  been  reported  following  the  rapid  admin- 
istration of  Tagamet'  HCI  /brand  of  cimetidine  hy- 
drochloride) Injection  by  Intravenous  bolus. 
Symptomatic  response  to  Tagamet'  therapy  does 
not  preclude  the  presence  of  a gastric  malignancy. 
There  have  been  rare  reports  of  transient  healing  of 
gastric  ulcers  despite  subsequently  documented  ma- 
lignancy. 

Reversible  confuslonal  states  have  been  reported  on 
occasion,  predominantly  In  severely  III  patients. 
Tagamet'  has  been  reported  to  reduce  the  hepatic 
metabolism  of  warfarin-type  anticoagulants,  pheny- 
toln,  propranolol,  chlordlazepoxide,  diazepam,  lldo- 
calne,  theophylline  and  metronidazole.  Clinically  sig- 
nificant effects  have  been  reported  with  the 
warfarin  anticoagulants;  therefore,  close  monitor- 
ing of  prothrombin  time  Is  recommended,  and  ad- 
justment of  the  anticoagulant  dose  may  be  neces- 
sary when  Tagamet'  Is  administered  concomitantly. 
Interaction  with  phenytoln,  lldocalne  and  theophyl- 
line has  also  been  reported  to  produce  adverse  clini- 
cal effects. 

However,  a crossover  study  In  healthy  subjects  re- 
ceiving either  'Tagamet'  300  mg.  q l.d.  or  BOO  mg. 
h.s.  concomitantly  with  a 300  mg.  b.I.d.  dosage  of 
theophylline  (Theo-Dur*,  Key  Pharmaceuticals,  Inc.), 


demonstrated  less  alteration  In  steady-state  theo- 
phylline peak  serum  levels  with  the  800  mg.  h.s.  regi- 
men, particularly  In  subjects  aged  54  years  and  older. 
Data  beyond  ten  days  are  not  available.  {Note:  AH 
patients  receiving  theophylline  should  be  monitored 
appropriately,  regardless  of  concomitant  drug  ther- 
dpy-l 

Lack  of  experience  to  date  precludes  recommending 
'Tagamet'  for  use  In  pregnant  patients,  women  of 
childbearing  potential,  nursing  mothers  or  children 
under  16  unless  anticipated  benefits  outweigh  po- 
tential risks;  generally,  nursing  should  not  be  under- 
taken In  patients  taking  the  drug  since  cimetidine  Is 
secreted  In  human  milk. 

Adverse  Reactions:  Diarrhea,  dizziness,  somno- 
lence, headache,  rash.  Reversible  arthralgia,  myalgia 
and  exacerbation  of  Joint  symptoms  In  patients  with 
preexisting  arthritis  have  been  reported.  Reversible 
confuslonal  states  /e.g.,  mental  confusion,  agitation, 
psychosis,  depression,  anxiety,  hallucinations,  disori- 
entation), predominantly  In  severely  III  patients, 
have  been  reported.  Gynecomastia  and  reversible 
Impotence  In  patients  with  pathological  hypersecre- 
tory disorders  receiving  'Tagamet',  particularly  In 
high  doses,  for  at  least  12  months,  have  been  re- 
ported. Reversible  alopecia  has  been  reported  very 
rarely.  Decreased  white  blood  cell  counts  In 
'Tagamet  -treated  patients  /approximately  I per 
100,000  patients).  Including  agranulocytosis  /ap- 
proximately 3 per  million  patients),  have  been  re- 
ported, Including  a few  reports  of  recurrence  on  re- 
challenge.  Most  of  these  reports  were  In  patients 
who  had  serious  concomitant  Illnesses  and  received 
drugs  and/or  treatment  known  to  produce  neutrope- 
nia. Thrombocytopenia  /approximately  3 per  million 
patients)  and  a few  cases  of  aplastic  anemia  have 
also  been  reported.  Increased  serum  transaminase 
and  creatinine,  as  well  as  rare  cases  of  fever.  Intersti- 
tial nephritis,  urinary  retention,  pancreatitis  and  al- 
lergic reactions.  Including  hypersensitivity  vascu- 
litis, have  been  reported.  Reversible  adverse  hepatic 
effects,  cholestatic  or  mixed  cholestatic- 
hepatocellular  In  nature,  have  been  reported  rarely. 
Because  of  the  predominance  of  cholestatic  features, 
severe  parenchymal  Injury  Is  considered  highly  un- 


likely. A single  case  of  biopsy-proven  periportal 
hepatic  fibrosis  In  a patient  receiving  'Tagamet ' has 
been  reported. 

How  Supplied:  Tbblets:  200  mg.  tablets  In  bottles 
of  100;  300  mg.  tablets  In  bottles  of  100  and  Single 
Unit  Packages  of  100  /Intended  for  Institutional  use 
only);  400  mg.  tablets  In  bottles  of  60  and  Single 
Unit  Packages  of  100  /Intended  for  Institutional  use 
only),  and  800  mg.  THtabP  tablets  In  bottles  of  30 
and  Single  Unit  Packages  of  100  /Intended  for  Insti- 
tutional use  only). 

Liquid:  300  mg./5  ml..  In  8 fl.  oz.  /237  ml.)  amber 
glass  bottles  and  In  single-dose  units  /300  mg./S  ml.). 
In  packages  of  10  /Intended  for  Institutional  use 
only). 

Injection: 

vla/s:  300  mg./2  ml.  In  single-dose  vials.  In  packages 
of  10  and  30,  and  In  8 ml.  multiple-dose  vials.  In 
packages  of  10  and  25, 

Prefilled  Syringes:  300  mg./2  ml.  In  single-dose  pre- 
filled disposable  syringes. 

Plastic  Containers:  300  mg.  In  50  ml.  of  0.9%  So- 
dium Chloride  In  single-dose  plastic  containers.  In 
packages  of  4 units.  No  preservative  has  been 
added. 

ADD-Vantage*'  Vials:  300  mg./2  ml.  In  slngle-dose^ 
ADD-Vantage*  Vials,  In  packages  of  25. 

Exposure  of  the  premixed  product  to  excessive  heat 
should  be  avoided.  It  Is  recommended  the  product  be 
stored  at  controlled  room  temperature.  Brief  expo- 
sure up  to  40  °C  does  not  adversely  affect  the  pre- 
mixed product. 

Tagamet ' HCI  /brand  of  cimetidine  hydrochloride)  In- 
jection premixed  In  single-dose  plastic  containers  Is 
manufactured  for  5K8F  Lab  Co.  by  Travenol  Labora- 
tories, Inc,,  Deerfield,  IL  60015. 

* ADD-Vantage*  Is  a trademark  or  Abbott  Laboratories. 
BRS-Ta:L/3B  Date  ot  Issuance  Apr.  I9B? 

SKGF  LAB  CO. 

Odra,  P.R.  00639 
©SK&FLabCo..  1988 
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SPRINGFIELD  MEMO 


A periodic  update  on  new  activities  and  regulations  emanating  from  State  of  Illinois  governmental  agencies.  This 
information  was  gathered  through  correspondence  or  by  ISMS  representatives  and  staff  who  attend  meetings  on  behalf  of 
Illinois  physicians. 


From  the  Department  of 
Professional  Regulation  (DPR) 
(Formerly  Registration  and 
Education) 

Controlled  Substance  Recordkeeping 
Requirements 

The  state  has  adopted  an  amended  rule  on  physician 
records  for  dispensing  and  administering  controlled 
substances.  The  rule  changes  the  methods  physicians 
use  to  maintain  their  Patient  Controlled  Substances 
Records  (PCSRs)  for  schedules  II  through  V. 

Previously,  such  records  were  to  be  kept  alphabeti- 
cally by  the  patient’s  last  name.  The  new  rule  now 
requires  that  these  records  be  kept  alphabetically  by 
drug  or  substance,  with  a separate  record  for  each  dosage 
form. 

In  addition,  for  each  instance  of  dispensing  or 
administering,  the  PCSR  must  contain  an  entry  with 
the  following  information: 

1 . The  date  of  dispensing  or  administering; 

2.  The  name  of  the  patient  to  whom  the  drug  or  substa  nce 
was  dispensed  or  administered; 

3.  The  quantity  (number  of  units  or  volume)  dis- 
pensed or  administered;  and 

4.  The  name  or  initials  of  the  individual  who  dis- 
pensed or  administered  the  controlled  substances 
on  behalf  of  the  individual  practitioner,  if  not 
dispensed  or  administered  by  the  practitioner 
himself. 

Please  note:  These  two  italicized  rule  changes  should  be 
incorporated  into  page  eight  of  the  booklet  recently 


sent  to  physicians:  Prescribing,  Dispensing  and  Adminis- 
tering Controlled  Substances. 

(Source:  Memo  from  DPR) 


From  the  Illinois  Department  of 
Public  Health  (IDPH) 


Emergency  and  Proposed  Rules  to  Implement  the 
AIDS  Laws 

IDPH  has  adopted  emergency  rules,  effective  January 
1,  1988,  for  150  days,  which  describe  how  physicians 
and  others  are  to  comply  with  new  laws  passed  in  the 
last  legislative  session  dealing  with  HIV  testing  proce- 
dures. A summary  of  these  regulations  and  the  forms 
suggested  by  the  state  are  provided  in  a special  article 
beginning  on  page  92. 

In  addition,  the  state  has  published  for  public 
comment  proposed  rules  on  the  implementation  of  the 
other  AIDS  laws,  including  the  following  topics: 
reporting  requirements  for  AIDS,  ARC  and  HIV  infec- 
tivity;  definitions  of  AIDS  and  HIV;  contact  tracing 
and  counseling;  isolation  situations;  examination  of 
prisoners;  requirements  on  contaminated  or  possibly 
infectious  blood  or  specimens;  safety  requirements  for 
blood  banks;  changes  in  the  blood  labeling  act;  and 
registration  of  sperm  and  tissue  banks. 

Persons  wishing  to  receive  copies  of  these  rules 
should  contact  the  IDPH  Office  of  Governmental 
Affairs.  Public  hearings  on  these  rules  will  be  held  in 
February  at  various  sites  around  the  state. 

i 


72 


Illinois  Medical  Journal 


A better  alternative 
for  hypertensives  who 
are  going  bananas,,. 


5pare  your  patients  the  extra  cost 
In  calories,  sodium  and  dollars. 

5pare  your  patients  the  rigors  of 
dietary  K+ supplementation. 


Before  prescribing,  see  complete 
prescribing  information  in 
SKiF  CO.  literature  or  pm. 
The  fotlowiag  is  a brief  summary. 


WARNING 

This  drug  is  not  indicated  lor  initial  therapy  of  edema  or 
hypertension.  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual.  If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more  convenient  in 
patient  management.  Treatment  of  hypertension  and  edema 
is  not  static,  But  must  be  reevaluated  as  conditions  in  each 
patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium- 
tparing  agents  such  as  spironolactone  or  amiloride.  Further  use 
n anuria,  progressive  renal  or  hepatic  dysfunction,  hyperkalemia, 
^re-existing  elevated  serum  potassium.  Hypersensitivity  to  either 
'.omponent  or  other  sulfonamide-derived  drugs. 

Warnings:  Do  not  use  potassium  suppiements,  dietary  or 
Merwise,  untess  hypokalemia  develops  or  dietary  Intake  of 
lotassium  is  markedly  impaired.  If  supplementary  potassium  is 
leeded.  potassium  tablets  should  not  be  used.  Hyperkalemia  can 
occur,  and  has  been  associated  with  cardiac  irregularities.  It  is 
more  likely  in  the  severely  ill.  with  urine  volume  less  than  one  Uteri 
day.  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
hsufficiency.  Periodically,  serum  1C  levels  should  be  determined. 

<1  hyperkalemia  develops,  substitute  a thiaxide  alone,  restrict  K* 
intake,.Associaled  widened  QRS  complex  or  arrhythmia 
requires  prompt  additional  Iherapy  Thiazides  cross  the  placental 
barrier  and  appear  in  cord  blood.  Use  in  pregnancy  requires 
Iveighing  anticipated  benefits  against  possible  hazards,  including 
fetal  or  neonatal  jaundice,  thromboc^openia.  other  adverse 
reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  If  their  use  is  essential,  the  patient  should 
stop  nursing.  Adequate  information  on  use  in  children  is  not 
'available.  Sensitivity  reactions  may  occur  in  patients  with  or 


Not  lor  initial  therapy.  See  brief  summary. 

without  a history  of  allergy  or  bronchial  asthma.  Possible 
exacerbation  or  activation  of  systemic  lupus  erythematosus  has 
been  reported  with  thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide 
component  of  ‘Dyazide ' is  about  50%  of  the  bioavailability  of  the 
single  entity.  Theoretically,  a patient  transferred  from  the  single 
entities  of  triamterene  and  hydroclilorothlazide  may  show  an 
increase  in  blood  pressure  or  fluid  retention.  Similarly,  it  is  also 
possible  that  the  lesser  hydrochlorothiazide  bioavailability  could 
lead  to  increased  serum  potassium  levels.  However,  extensive 
clinical  experience  with  ‘Dyazide ' suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice.  Angio- 
tensin-converting enzyme  (ACE)  inhibitors  can  elevate  serum 
potassium:  use  with  caution  with  'Dyazide'.  Do  periodic  serum 
electrolyte  determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral  fluids,  and  during 
concurrent  use  with  amphotericin  B or  corticosteroids  or 
corticotropinlACTHj).  Periodic  BUN  and  serum  creatinine 
determinations  should  be  made,  especially  in  the  etderly,  diabetics 
or  those  with  suspected  or  confirmed  renal  insufficiency. 
Cumulative  effects  of  the  drug  may  develop  In  patients  with 
impaired  renal  function.  Thiazides  should  be  used  with  caution  in 
patients  with  impaired  hepatic  function.  They  can  precipitate  coma 
in  patients  with  severe  liver  disease.  Observe  regularly  for  possible 
blood  dyscrasias,  liver  damage,  other  idiosyncratic  reactions. 
Blood  dyscrasias  have  been  reported  in  patients  receiving 
triamterene,  and  ieukopenia,  thrombocytopenia,  agranulocytosis, 
and  aplastic  and  hemolytic  anemia  have  been  reported  with 
thiazides.  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus.  The  effects  of  oral  anticoagulants  may  be  decreased 
when  used  concurrently  with  hydrochlorothiazide:  dosage 
adjustments  may  be  necessary.  Clinicaliy  insignificant  reductions 
in  arterial  responsiveness  to  norepinephrine  have  been  reported. 
Thiazides  have  also  been  shown  to  increase  the  paralyzing  effect 
of  nondepolarizing  muscle  relaxants  such  as  tubocurarine. 
Triamterene  is  a weak  folic  acid  antagonist.  Do  periodic  blood 
studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients.  Use  cau- 
tiously in  surgical  patients.  Triamterene  has  been  found  in  renal 
stones  in  association  with  the  other  usual  calculus  components. 
Therefore,  'Dyazide ' should  be  used  with  caution  in  patients  with 
histories  of  stone  formation.  A few  occurrences  of  acute  renal 
failure  have  been  reported  in  patients  on  'Dyazide ' when  treated 
with  indomethacin.  Therefore,  caution  is  advised  in  administering 
nonsteroidal  anti-inflammatory  agents  with  'Dyazide'.  The 
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following  may  occur:  transient  eievated  BUN  or  creatinine  or  both, 
hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  and  gout,  digitalis  intoxication  (in 
hypokalemia),  decreasing  alkali  reserve  with  possible  metabolic 
acidosis.  Dyazide ' interleres  with  fluorescent  measurement  of 
quinidine.  Hypokalemia  is  uncommon  with  ‘Dyazide  '.  but  should  it 
develop,  corrective  measures  should  be  taken  such  as  potassium 
supplementation  or  increased  dietary  intake  of  potassium-rich  . 
foods.  Corrective  measures  should  be  instituted  cautiously  and 
serum  potassium  levels  determined.  Discontinue  corrective 
measures  and  'Dyazide ' should  laboratory  values  reveal  elevated 
serum  potassium.  Chloride  deficit  may  occur  as  welt  as  dilutional 
hyponatremia.  Concurrent  use  with  chlorpropamide  may  increase 
the  risk  of  severe  hyponatremia.  Serum  FBI  levels  may  decrease 
without  signs  of  thyroid  disturbance.  Calcium  excretion  is 
decreased  by  thiazides.  ‘Dyazide’ should  be  withdrawn  before  , 
conducting  tests  for  parathyroid  function.  Thiazides  may  add  to  or 
potentiate  the  action  of  other  antihypertensive  drugs.  Diuretics 
reduce  renal  clearance  of  lithium  and  increase  the  risk  of  lithium 
toxtity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness.  ' 
headache,  dry  mouth:  anaphylaxis,  rash,  urticaria,  photosensi- 
tivity,  purpura,  other  dermatological  conditions:  nausea  and 
vomiting,  diarrhea,  constipation,  other  gastrointestinal  distur-  ' 
bances:  postural  hypotension  (may  be  aggravated  by  alcohol, 
barbiturates,  or  narcotics).  Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and  respiratory  distress  including 
pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone. 
Triamterene  has  been  found  in  renal  stones  in  association  with 
other  usual  calculus  components.  Rare  incidents  of  acute 
interstitial  nephritis  have  been  reported.  Impotence  has  been 
reported  in  a few  patients  on  'Dyazide ',  although  a causal 
relationship  has  not  been  established. 

Supplied:  ‘Dyazide  ’ is  suppiied  as  a red  and  white  capsule,  in 
botlles  of  1000  capsules;  Single  Unit  Packages  (unit-dose)  of 
100  (intended  for  institutional  use  only);  in  Patient-Pak™  unit- 
of-use  bottles  of  100. 

BRS-DZ:L45 


a product  of 

SK&F  CO. 

Cidra.  PR.  00639 


©SK&FCo..  1987 


SPECIAL  ARTICLE 


state  Supreme  Court  Takes  Important  Stand 

ERISA  Plans  to  Permit 
Assignment  of  Benefits 
to  Physicians 


The  Illinois  Supreme  Court  has  determined  that  ERISA-qualified  plans 
must  permit  direct  assignment  of  employee  health  benefits  to  physicians 
when  employees  request  it.  Assignment  of  benefits,  long  associated 
with  health  insurance  plans,  will  now  be  available  to  patients  covered 
under  ERISA-qualified  plans.  (ERISA-qualified  plans  are 
employer-sponsored  health  plans  which  meet  requirements  of  the  federal 
Employee  Retirement  Income  Security  Act  of  1974.) 


The  Illinois  Supreme  Court  has 
made  an  important  ruling  in  ERISA 
benefits  cases.  Physicians  can  be 
assigned  the  rights  of  their  patients 
to  collect  directly  from  the  employ- 
er. This  state  court  action  is  not 
pre-empted  by  federal  law. 

The  Court  took  this  action  in 
reviewing  a case  from  Rock  Island 
County.  In  Kennedy  v.  Deere  Com- 
pany,^ a group  of  chiropractors 
sought  to  affirm  their  right  to 
receive  patient-assigned  health  care 
benefits  provided  under  an  ERISA- 
qualified  plan.  Deere,  the  employ- 
er, refused  to  recognize  the  assign- 
ments and  claimed  that  a health 
care  provider  could  be  neither  a 
beneficiary  nor  assignee  of  an 
ERISA-qualified  health  plan.  Deere 
further  contended  that  even  if  the 
health  care  provider  were  a benefi- 
ciary, it  had  no  right  to  bring  litiga- 


tion seeking  to  collect  benefits  pay- 
able under  the  plan. 

The  Rock  Island  County  trial 
court  dismissed  the  case  and  agreed 
with  Deere.  The  appellate  court 
reversed  and  was  upheld  by  the 
Supreme  Court. 

This  can  be  an  important  victory 
for  physicians.  In  many  instances, 
physicians  in  effect  accept  an 
assignment  of  rights  under  a health 
insurance  plan  to  collect  directly 
from  the  third  party  payor.  Deere’s 
contention  was  that  they  could  not 
do  this.  Deere  further  stated  that 
even  if  they  could,  and  the  employ- 
er were  willing  to  recognize  the 
assignment,  physicians  had  no  right 
to  bring  a cause  of  action  to  recover 
the  sums  due  them.  The  Supreme 
Court  pointed  out  that  assignment 
is  nowhere  prohibited  in  the  federal 
law  and  that  federal  and  state  courts 


are  granted  concurrent  jurisdiction 
with  respect  to  ERISA. 

One  of  Deere’s  concerns  was  that 
Section  502  of  the  ERISA  law  per- 
mits beneficiaries  bringing  a cause 
of  action  against  the  plan  to  recover 
attorney  fees  in  addition  to 
amounts  due  them.  Deere  contend- 
ed that  creditors  and  health  care 
providers  would  bring  action  to 
recover  expenses  and  attorney  fees, 
harming  the  viability  of  the  ERISA 
plan. 

The  significance  of  this  decision 
is  that  ERISA-qualified  plans  in  Illi- 
nois will  have  to  think  more  careful- 
ly about  denying  benefits  which  are 
assigned  by  a patient.  Not  only  can 
the  provider  sue  to  collect  the  mon- 
ies due  him  or  her,  but  attorney  fees 
may  be  awarded  as  well.  This  deci- 
sion could  impact  the  collection  of 
accounts  for  a significant  number 
of  physicians.  i 
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TheWorkl’s 
Most  IV^Hilar  K 

Slow-IC 

potassium  chloride 
slow-telease  tablets 

8 mEq  (600  mg) 

It  means  dependability”  in  almost  ciny  Uinguc^ 

* Based  on  worldwide  sales  data  on  file,  CIBA  Pharmaceutical  Company. 

Capsule  or  tablet  slow-release  potassium  chloride  preparations  should  be  reserved  for  patients 
who  cannot  tolerate,  refuse  to  take,  or  have  compliance  problems  with  liquid  or  effervescent 
potassium  preparations  because  of  reports  of  intestinal  and  gastric  ulceration  and  bleeding 

with  slow-release  KCI  preparations. 

Before  prescribing,  please  consult  Brief  Prescribing  Information  on  next  page. 


© 1988,  CIBA. 


CIBA 


128-3568-A 


The  weld’s 
Most  Popular  K 

For  good  reasons 

□ It  works— a 12 -year  record  of  efficacy' 

□ It^S  safe— unsurpassed  by  any  other  KCI  tablet  or  capsule^* 

□ Ifs  acceptable  vs  liquids— greater  palatability  fewer  G1  connplaints, 
lower  incidence  of  nausea^ 

□ It^S  comparable  to  10  mEq— in  low-dosage  supplementation^" 

□ It’s  economical— less  expensive  than  all  other  leading  KCI  slow-release 
supplements  on  a per  tablet  cost  to  the  patient ' 

Slow-K 

potassium  chloride 
slow-release  tablets  8mEq(6ooms) 


For  patients  who  can  t or  won't  tolerate  liquid  KCI. 

‘The  most  common  adverse  reactions  to  potassium  salts  are  gastrointestinal  side  effects. 
‘Pooled  mean  serum  potassium  following  oral  administration  of  30  mEq  K-Tab 
compared  to  24  mEq  Slow-K  in  diuretic -treated  hypertensives  (n  - 20)  over  8 weeks. 

C I B A 


Retererces:  1.  Data  on  file.  CIBA  Pharmaceutical  Company  2.  Skoutakis 
VA,  Acchiardo  SR.  Wo|Clechowski  NJ,  et  al.  Liquid  and  solid  potassium 
chloride  Bioavailabilityand  safety  Pharmacotherapy  1980.4(6)  392-397 
3.  Skoutakis  VA.  Carter  CA.  Acchiardo  SR  Therapeutic  assessment  of 
Slow-K  and  K-Tab  potassium  chloride  formulations  in  hypertensive 
patients  treated  with  thiazide  diuretics.  Drug  Inlell  Clin  Pharm 
1987:21  436-440 


Slow-K* 

potassium  chloride  USP 
Slow-Release  Tablets 
8 mEq  (600  mg) 

BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  SEE 
PACKAGE  INSERT) 

INDICATIONS  AND  USAGE 

BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARA- 
TIONS, THESE  DRUGS  SHOULD  BE  RESERVED  FOR  THOSE  PATIENTS 
WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EFFERVES- 
CENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE 
IS  A PROBLEM  OF  COMPLIANCE  WITH  THESE  PREPARATIONS. 

1.  For  therapeutic  use  in  patients  with  hypokalemia  with  or  without  meta- 
bolic alkalosis:  in  digitalis  intoxication  and  in  patients  with  hypokalemic 
familial  periodic  paralysis. 

2.  For  prevention  of  potassium  depletion  when  the  dietary  intake  of  potas- 
sium is  inadequate  in  the  following  conditions:  patients  receiving  digitalis 
and  diuretics  for  congestive  heart  failure:  hepatic  cirrhosis  with  ascites: 
states  of  aldosterone  excess  with  normal  renal  function:  potassium-losing 
nephropathy:  and  certain  diarrheal  states 

3.  The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncompli- 
cated essential  hypertension  is  often  unnecessary  when  such  patients  have 
a normal  dietary  pattern  Serum  potassium  should  be  checked  periodically, 
however,  and  if  hypokalemia  occurs,  dietary  supplementation  with  potas- 
sium-containing foods  may  be  adequate  to  control  milder  cases.  In  more 
severe  cases  supplementation  with  potassium  salts  may  be  indicated. 
CONTRAINDICATIONS 

Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia, 
since  a further  increase  in  serum  potassium  concentration  in  such  patients 
can  produce  cardiac  arrest  Hyperxalemia  may  complicate  any  of  the  follow- 
ing conditions:  chronic  renal  failure,  systemic  acidosis  such  as  diabetic 
acidosis,  acute  dehydration , extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic 
(e.g,,  spironolactone,  triamterene)  (see  OVERDOSAGE). 

All  solid  dosage  forms  of  potassium  supplements  are  contraindicated  in 
any  patient  in  whom  there  is  cause  for  arrest  or  delay  in  tablet  passage 
through  the  gastrointestinal  tract.  In  these  instances,  potassium  supple- 
mentation should  be  with  a liquid  preparation  Wax-matrix  potassium  chlo- 
ride preparations  have  produced  esophageal  ulceration  in  certain  cardiac 
patients  with  esophageal  compression  due  to  an  enlarged  left  atrium 
WARNINGS 

Hyperkalemia  (See  OVERDOSAGE). 

In  patients  with  impaired  mechanisms  tor  excreting  potassium,  the  admin- 
istration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest. 
This  occurs  most  commonly  in  patients  given  potassium  by  the  intravenous 
route  but  may  also  occur  in  patients  given  potassium  orally  Potentially  fatal 
hyperkalemia  can  develop  rapidly  and  be  asymptomatic. 

The  use  of  potassium  salts  in  patients  with  chronic  renal  disease,  or  any 
other  condition  which  impairs  potassium  excretion,  requires  particularly 
careful  monitoring  of  the  serum  potassium  concentration  and  appropriate 
dosage  adjustment. 


Interaction  With  Potassium-Sparing  Diuretics 

Hypokalemia  should  not  be  treated  by  the  concomitant  administration  of 
potassium  salts  and  a potassium-sparing  diuretic  (e  g , spironolactone  or 
triamterene),  since  the  simultaneous  administration  of  these  agents  can 
produce  severe  hyperkalemia 

Gastrointestinal  Lesions 

Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative  lesions 
of  the  small  bowel  and  deaths.  These  lesions  are  caused  by  a high  localized 
concentration  of  potassium  ion  in  the  region  of  a rapidly  dissolving  tablet, 
which,  injures  the  bowel  wall  and  thereby  produces  obstruction,  hemor- 
rhage, or  perforation  Slow-K  is  a wax-matrix  tablet  formulated  to  provide  a 
controlled  rate  of  release  of  potassium  chioride  and  thus  to  minimize  the 
possibility  of  a high  local  concentration  of  potassium  ion  near  the  bowel 
wall  While  the  reported  frequency  of  small-bowel  lesions  is  much  less  with 
wax-matrix  tablets  (less  than  one  per  100,000  patient-years)  than  with 
enteric-coated  potassium  chloride  tablets  (40-50  per  100,000  patient- 
years)  cases  associated  with  wax-matrix  tablets  have  been  reported  both  in 
foreign  countries  and  in  the  United  States  In  addition,  perhaps  because  the 
wax-matrix  preparations  are  not  enteric-coated  and  release  potassium  in  the 
stomach,  there  have  been  reports  of  upper  gastrointestinal  bleeding  asso- 
ciated with  these  products  The  total  number  of  gastrointestinal  lesions 
remains  approximate^  one  per  100,000  patient-years,  Siow-K  should  be 
discontinued  immediately  and  the  possibility  of  bowel  obstruction  or  perfo- 
ration considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastro- 
intestinal bleeding  occurs 
Metabolic  Acidosis 

Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  ci- 
trate. or  potassium  acetate 

PRECAUTIONS 

General: 

The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating 
hypokalemia  in  a patient  with  a clinical  history  suggesting  some  cause  for 
potassium  depletion  In  interpreting  the  serum  potassium  level,  the  physi- 
cian should  bear  in-mind  that  acute  alkalosis  perse  can  produce  hypokale- 
mia in  the  absence  of  a deficit  in  total  body  potassium,  while  acute  acidosis 
per  se  can  increase  the  serum  potassium  concentration  into  the  normal 
range  even  in  the  presence  of  a reduced  total  body  potassium 
Information  for  Patients 

Physicians  should  consider  reminding  the  patient  of  the  following: 
to  take  each  dose  without  crushing,  chewing,  or  sucking  the  tablets 
To  lake  this  medicine  only  as  directed.  This  is  especially  important  it  the 
patient  iS  aiso  taking  both  diuretics  and  digitaiis  preparations. 

To  check  with  the  physician  it  there  is  trouble  swallowing  tablets  or  if  the 
tablets  seem  to  stick  in  the  throat. 

To  check  with  the  doctor  at  once  it  tarry  stools  or  other  evidence  of 
gastrointestinal  bleeding  is  noticed 
Laboratory  Tests 

Regular  serum  potassium  determinations  are  recommended  In  addition, 
during  the  treatment  of  potassium  depletion,  careful  attention  should  be 
paid  to  acid-base  balance,  other  serum  electrolyte  levels,  the  electrocardio- 
gram. and  the  clinical  status  of  the  patient,  particularly  in  the  presence  of 
cardiac  disease,  renal  disease,  or  acidosis. 

Drug  Interadions 


Potassium-sparing  diuretics:  see  WARNINGS 
■ , M 
nog 

Pregnancy  Category  C 
uctr 


Carcinogenesis. 

Long-term  carcinogenicity  studies  In  animals  have  not 


utagenesis,  Impairment  of  Fertility 

t been  performed. 


Animal  reproduction  studies  have  not  been  conducted  with  Slow-K  It  is  also 
not  known  whether  Slow-K  can  cause  fetal  harm  when  administered  to  a 
pregnant  woman  or  can  affect  reproduction  capacity,  Slow-K  should  be 

Ki  to  a pregnant  woman  only  if  clearly  needed 
ing  Mothers 

The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq/L.  It  is  not 
known  if  Slow-K  has  an  effect  on  this  content  Caution  should  be  exercised 
when  Slow-K  is  administered  to  a nursing  woman 


Pediatric  Use 

Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

One  of  the  most  severe  adverse  eftects  is  hyperkalemia  (see  CONTRAINDI- 
CATIONS, WARNINGS,  and  OVERDOSAGE).  There  also  have  been  reports 
of  upper  and  lower  gastrointestinal  conditions  including  obstruction,  bleed- 
ing, ulceration,  and  perforation  (see  CONTRAINDICATIONS  and  WARN- 
INGS): other  factors  known  to  be  associated  with  such  conditions  were 
present  in  many  of  these  patients 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea, 
vomiting,  abdominal  discomfort,  and  diarrhea  These  symptoms  are  due  to 
irritation  of  the  gastrointestinal  tract  and  are  best  managed  by  taking  the 
dose  with  meals  or  reducing  the  dose 
Skin  rash  has  been  reported  rarely 
OVERDOSAGE 

The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory 
mechanisms  for  potassium  rarely  causes  serious  hyperkalemia.  However,  if 
excretory  mechanisms  are  impaired  or  if  potassium  is  administered  too 
rapidly  intravenously,  potentially  fatal  hyperkalemia  can  result  (see  CON- 
TRAINDICATIONS and  WARNINGS).  It  is  important  to  recognize  that  hyper- 
kalemia IS  usually  asymptomatic  and  may  be  manifested  only  by  an 
increased  serum  potassium  concentration  (6. 5-8.0  mEq/L)  and  character- 
istic electrocardiographic  changes  (peaking  of  T waves,  loss  of  P wave, 
depression  of  S-T  segment,  and  prolongation  of  the  Q-T  interval).  Late 
manifestations  include  muscle  paralysis  and  cardiovascular  collapse  from 
cardiac  arrest  (9-12mEq;L), 

Treatment  measures  for  hyperkalemia  include  the  following:  (1 ) elimina- 
tion of  foods  and  medications  containing  potassium  and  of  potassium- 
sparing diuretics:  (2)  intravenous  administration  of  300-500  mbhr  of  10% 
dextrose  solution  containing  10-20  units  of  insulin  per  1,000  ml:  (3)  correc- 
tion of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate:  (4)  use  of 
exchange  resins,  hemodialysis,  or  peritoneal  dialysis. 

In  treating  hyperkalemia  in  patients  who  have  been  stabilized  on  digitalis, 
too  rapid  a lowering  of  the  serum  potassium  concentratioh  can  pr^uc# 
digitalis  toxicity 

DOSAGE  AND  ADMINISTRATION 

The  usual  dietary  intake  of  potassium  by  the  average  adult  is  40-80  mEq  per 
day.  Potassium  depletioh  sufficient  to  cause  hypokalemia  usually  requires 
the  loss  of  200  or  more  mEq  of  potassium  from  the  total  body  store.  Dosage 
must  be  adjusted  to  the  individual  needs  of  each  patient  but  is  typically  in  the 
range  of  20  mEq  per  day  for  the  prevention  of  hypokalemia  to  40-100  mEq  or 
more  per  day  tor  the  treatment  of  potassium  depletion  Large  numbers  of 
tablets  should  be  given  in  divided  doses. 

Note:  Slow-K  slow-release  tablets  must  be  swallowed  whole  and  never 
crushed,  chewed,  or  sucked 
HOW  SUPPLIED 

rafi/efs-600  mg  of  potassium  chloride  (equivalent  to  8 mEq)  round,  buff 
colored,  sugar-coated  (imprinted  Slow-K) 

Bottles  of  100 NDC  0083-0165-30 

Bottles  of  1000  NDC  0083-0165-40 

Consumer  Pack— One  Unit 

12  Bottles -100  tablets  each NDC  0083-0165-65 

Accu-Pak'  Unit  Dose  (Blister  pack) 

Box  of  100  (strips  of  10)  NDC  0083-0165-32 

Do  not  store  above  86'F  (30°C)  Protect  from  moisture.  Protect  from  light. 

Dispense  in  tight,  light-resistant  container  (USP). 


Dist.  by: 

CIBA  Pharmaceutical  Company 
Divisiorf  of  CIBA-GEIGY  Corporation 
Summit,  New  Jersey  07801 
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Here 
Today. 
Here 

Tomorrow. 

Today,  most  commercial 
professional  liability  insurers  have  abandoned  the 
Illinois  market.  But  there's  still  one  company  writing 
malpractice  coverage  up  to  $2  million  per  incident 
with  a $4  million  aggregate — the  Illinois  State  Medi- 
cal Inter-Insurance  Exchange. 


The  Exchange  is  the  only  malpractice 
insurer  in  Illinois  that  is  owned  and  oper- 
ated by  physicians.  As  such,  we  are 
totally  committed  to  meeting  the  insur- 
ance needs  of  our  policyholders.  And  we 
intend  to  be  there  as  long  as  they  need  us. 

Despite  the  recent  explosion  in  medical 
malpractice  litigation,  the  Exchange  re- 
mains in  good  shape  financially.  Much  of 
our  success  can  be  attributed  to  the 
willingness  of  the  company's  physician 
directors  to  make  tough  decisions — deci- 
sions like  the  switch  to  a "claims-made" 
policy  form...  the  setting  of  adequate  pre- 
mium levels... and  the  strengthening  of 
standards  for  renewing  coverage  and 
accepting  new  policyholders. 

In  the  continually  changing  liability  cli- 
mate, the  Exchange's  directors  will  con- 
tinue to  make  the  sound  business  deci- 
sions necessary  to  ensure  the  company's 
long-term  financial  stability.  But  as  physi- 
cians themselves,  they  also  will  be  mak- 
ing those  decisions  from  a policyholder's 
perspective.  And  that  will  translate  into 
the  best  possible  insurance  coverage 
available,  including... 

. . . aggressive  defense  of  frivolous  claims; 

. . . policyholder  participation  in  any  deci- 
sion to  settle  a claim  or  suit; 


...peer  review  of  an  adverse  underwrit- 
ing or  claim  decision; 

...help  for  policyholders  in  avoiding  the 
situations  that  can  lead  to  suits;  and 

...premium  rates  that  fairly  reflect  the 
risks  inherent  to  the  physician's  own 
practice. 

As  a company  owned  and  operated  by 
physicians,  the  Exchange  exists  solely  for 
the  benefit  of  its  policyholders.  Some 
9,000  physicians  in  Illinois  are  depending 
upon  us.  And  we  don't  intend  to  let  them 
down. 


ILLliyPlS  STATE 
IVIEDICAL 


IMTER- 

IMSURANCE 

EXCHANGE 


Illinois  State 
Medical 
Inter-Insurance 
Exchange 
Twenty  North 
Michigan  Avenue 
Suite  700 
Chicago,  IL  60602 
(312)  782-2749 
(800)  782-ISMS 
(Toll-Free) 


THE  INFORMED  PHYSICIAN 


The  informed  physician  knows  what  questions  to  ask,  what  issues  to  resolve  and  when  to  consult  ak: 

ATTORNEY,  ACCOUNTANT  OR  ACTUARY  WHEN  CONSIDERING  CONTRACTING  WITH  ALTERNATIVE  DELIVERY  SYSTEMsJ 

The  isms  Office  of  Contractual  Services  presents  “The  Informed  Physician”  as  an  educational 

TOOL  designed  TO  ILLUSTRATE,  THROUGH  REAL-LIFE  SITUATIONS,  THE  SIGNIFICANT  LEGAL  AND  ECONOMIC  ISSUES 
WHICH  FREQUENTLY  ACCOMPANY  CONTRACTS  FOR  THE  DELIVERY  OF  HEALTH  CARE,  AND  TO  ALERT  PHYSICIANS  OF 
WAYS  IN  WHICH  CONTRACTS  MAY  AFFECT  THE  PRACTICE  OF  MEDICINE. 


From  Time 
To  Time 

By  JuDEE  Gallagher,  J.D. /Chicago 


It  may  be  a catchy  phrase,  but  when  these  words  appear  in  an  HMO, 
PPO  or  IPA  contract,  forewarned  is  forearmed. 


Sometimes  it’s  the  little  words,  the 
ones  we  hear  in  everyday  conversa- 
tion, that  make  the  difference  in  a 
contract.  They’re  so  easy  on  the  ear 
and  familiar  to  the  tongue  that  they 
can  easily  be  overlooked.  I’hey’re  so 
easily  understood,  and  so  often 
used  in  common  speech  that  you 
assume  they  either  belong  in  the 
contract  or  are  simply  innocuous. 

Think  about  the  phrase  “from 
time  to  time.”  From  time  to  time 
you  may  visit  your  brother  on  the 
west  coast  or  have  waffles  for  break- 
fast. But  how  can  the  phrase  “from 
time  to  time”  affect  your  leverage 
or  bargaining  power  with  an  HMO, 
PPO  or  IPA? 

Consider  this  language: 

Physician  agrees  to  accept  the  utili- 
zation review  program  as  adopted 
from  time  to  time  by  PPO.  As  a 
part  of  the  program  Physician  shall 
observe  the  protocols  and  be  bound  by 
utilization  review  decisions. 

After  careful  examination,  you 
may  believe  that  it’s  possible  to 
practice  good  quality  medicine 
within  the  system.  But  there  is  no 
guarantee  that  unacceptable 
changes  will  not  be  made  by  the 
PPO  “from  time  to  time” — a day,  a 
week,  or  a month  after  you  have 
signed  the  contract.  The  “from  time 


to  time”  clause  enables  the  PPO  to 
make  changes  without  your  approv- 
al and  imposes  a contractual  obliga- 
tion to  follow  them. 

The  right  to  unilaterally  alter  the 
contract  is,  of  course,  a big  advan- 
tage to  an  HMO,  PPO  or  IPA. 
Competition  within  the  health  care 
industry  is  herce.  Employers  and 
other  payors  are  looking  for  new 
ways  to  control  costs.  Utilization 
review  programs  of  HMO’s,  PPO’s 
and  IPA’s  furnish  the  industry  with 
testing  grounds  for  new  cost  con- 
tainment efforts.  But  cost  contain- 


ment must  not  jeopardize  quality 
care.  Physicians  are  ultimately 
responsible  for  their  medical  deci- 
sions, and  physician  approval  of  the 
utilization  review  program  makes 
sense. 


Signihcant  compensation  agree- 
ments are  also  sometimes  subject  to 
unilateral  changes.  Consider  these 
examples: 

HMO  shall  initially  withhold  20% 
of  the  Capitation  Fee  and  may,  from  i 
time  to  time,  increase  the  percent- 
age withheld  as  financial  conditions  ( 
necessitate;  or 

Physician  shall  accept  the  Primary « 
Care  Capitation  Fee  which  may  be 
changed  from  time  to  time  by  the  ‘ 
IPA  Board  of  Directors. 

Will  you  be  able  to  break  even  or 
make  a proht  under  the  new  pay- 


ment provisions?  How  will  your 
cash  flow  be  affected?  Will  the 
changes  create  a barrier  to  good 
quality  medicine? 

Often,  contracts  which  contain 
(continued  on  page  80) 


Physicians  are  ultimately  responsible  for  their 
medical  decisions,  and  physician  approval  of  the* 
utilization  review  program  makes  sense. 
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HMO 

PPO 

IPA 


Before 

you 

sign, 

negotiate 

Before 

you 

negotiate, 

review 


ne  ISMS  Office  of  Contractual  Services  reviews  HMO,  PPO  and  IPA  contracts 
r members.  The  cost  is  $100  per  review. 

5views  do  not  constitute  legal  advice.  They  provide  a working  document  which 
ghlights  key  issues,  such  as  malpractice  coverage,  reimbursement  concerns 
id  practice  limitations. 

5r  further  information  contact: 

jMS  Office  of  Contractual  Services 
Wenty  North  Michigan  Ave.,  Suite  #700 
ffiicago,  Illinois  60602 

>12)  782H654  or  (800)  782'ISMS 


Informed  Physician 

(continued  from  page  78) 

one  or  several  “from  time  to  time” 
clauses  also  contain  a separate  pro- 
vision (usually  titled  Amendments) 
which  requires  the  written  consent 
of  both  parties  to  any  changes  in  the 
contract.  It’s  easy  to  be  lulled  by 
this.  But  changes  in  the  utilization 
review  program  which  are  made 
“from  time  to  time”  are  not 
changes  in  the  contract.  They  are 
specihcally  allowed  by  the  contract. 
In  this  instance  an  amendment 
requiring  the  written  consent  of 
both  parties  could  look  like  this: 
“PPO  may  not  change  the  proto- 
cols, rules  and  procedures  of  the 
utilization  review  program  without 
the  written  consent  of  Physician.” 

Because  you’re  an  informed  phy- 


sician who  recognizes  the  complex 
issues  involved  in  contracts  for  the 
delivery  of  medical  care,  your  first 
step  is  to  send  the  contract  offered 
you  or  your  IPA  to  the  ISMS  Office 
of  Contractual  Services.  As  a mem- 
bers only  service,  the  office  provides 
objective  comments  on  any  HMO, 
PPO  or  IPA  contract  for  the  nomi- 
nal fee  of  $100.  Contract  reviews 
highlight  “standard  of  care,”  com- 
pensation and  insurance  issues,  and 
pinpoint  ambiguous  language  and 
inconsistent  or  contradictory  provi- 
sions. 

The  review  is  a basic  tool  to  help 
understand  the  contract.  It’s  a good 
hrst  step,  but  never  a substitute  for 
reading  of  the  contract  itself.  It’s 
not  legal  advice  and  the  office  can- 
not recommend  that  any  contract  is 
good  or  bad  and  should  or 


shouldn’t  be  signed.  Each  physician 
(or  physician’s  corporation  or  part- 
nership) must  make  that  decision. 
The  informed  physician’s  personal 
attorney  and  accountant  must  be 
consulted  before  decisions  are 
made. 

Your  attorney  has  undoubtedly 
explained  that  when  you  are  consid- 
ering an  Individual  Participation 
Agreement  with  an  HMO,  PPO  or 
IPA  you  may  not  band  together 
with  other  physicians  to  negotiate 
the  contract  collectively,  because 
that  violates  antitrust  laws.  You  can, 
however,  individually  negotiate 
your  own  contract  by  yourself  or 
with  your  personal  attorney  or 
hnancial  advisor.  i 

Judee  Gallagher,  J.D.,  is  a Chicago  private 
practice  attorney  retained  by  the  ISMS 
Office  of  Gontractual  Services  since  1985. 
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HeRPecin-a: 


herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPEClN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DOS,  MN 

“HERPECIN-L^  a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  box  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Illinois  HERPECIN-L  is  available  at  all  Osco,  Revco, 
SupeRx  and  Walgreens  and  other  select  pharmacies. 
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NEXT  PATIENT  ON 
INDERAE  LATO... 


(PROPRANOLOL  HCI) 

LONG  ACTING  CAPSULES  60,  80,  120,  160  mg 


Please  see  brief  summary  of  prescribing  information. 
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In  a recent  survey,  4,120  participating  physicians  gave 
us  their  views^  on  INDERAL  LA  in  the  treatment  of 
hypertension,  angina  and  migraine. 

INDERAL  LA  is  their  preferred 
beta  blocker 

. . .of  the  nearly  three  out  of  four  physicians  responding 
to  the  questionnaire,  an  impressive  97%  rated  INDERAL 
LA  good  to  excellent  for  overall  performance.  Virtually  all 
cited  efficacy,  tolerability,  long-term  cardiovascular  pro- 
tection and  once-daily  convenience  as  important  factors 
in  their  choosing  to  prescribe  INDERAL  LA. 

INDERAL  LA  promotes  patient 
compliance 

. . .Virtually  every  responding  physician  rated  patient  sat- 
isfaction with  INDERAL  LA  to  be  as  good  as,  or  better 
than,  other  beta  blockers. 


Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used  in  the  presence 
of  congestive  heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block 
greater  than  first  degree  and  bronchial  asthma. 
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60,80,120, 160  mg 


The  one  you  know  best 
keeps  looking  better 

Please  see  next  page  for  brief  summary  of  prescribing  information. 
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LONG  ACTING 
CAPSULES 
60.60.120, 160  mg 


(PROPRANOLOL  HOI) 

The  one  you  know  best 
keeps  looking  better 


60  mg 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULAR.) 


INDERAL**  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 

DESCRIPTION.  INDERAL  LA  Is  formulated  to  provide  a sustained  release  of  propranolol  hydro- 
chloride. INDERAL  LA  Is  available  as  60  mg.  80  mg,  120  mg.  and  160  mg  capsules. 

CLINICAL  PHARMACOLOGY.  INDERAL  Is  a nonselective.  beta-adrenergic  receptor-blocking 
agent  possessing  no  other  autonomic  nervous  system  activity.  It  specifically  competes  with  beta-ad- 
renergic receptor-stimulating  agents  for  available  receptor  sites.  When  access  to  beta-receptor  sites 
is  blocked  by  INDERAL.  the  chronotropic,  inotropic,  and  vasodilator  responses  to  beta- 
adrenergic  stimulation  are  decreased  proportionately. 

INDERAL  LA  Capsules  (60.  80,  120.  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate.  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours  and  the 
apparent  plasma  half-life  Is  about  10  hours.  When  measured  at  steady  state  over  a 24-hour  period  the 
areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the  capsules  are  approxi- 
mately 60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose  of  INDERAL  Tablets.  The  lower 
AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  ot  propranolol,  resulting  from  the  slower 
rate  ot  absorption  of  propranolol.  Over  a twenty-four  (24)  hour  period,  blood  levels  are  fairly  constant 
for  about  twelve  (12)  hours  then  decline  exponentially. 

INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  conventional  propranolol 
and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four  times  dally  dosing 
with  the  same  dose.  When  changing  to  INDERAL  LA  from  conventional  propranolol,  a possible  need 
for  retitratlon  upwards  should  be  considered  especially  to  maintain  effectiveness  at  the  end  ot  the 
dosing  Interval.  In  most  clinical  settings,  however,  such  as  hypertension  or  angina  where  there  Is  little 
correlation  between  plasma  levels  and  clinical  effect.  INDERAL  LA  has  been  therapeutically  equiva- 
lent to  the  same  mg  dose  of  conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure 
and  on  24-hour  exercise  responses  of  heart  rate,  systolic  pressure,  and  rate  pressure  product. 
INDERAL  LA  can  provide  effective  beta  blockade  for  a 24-hour  period. 

INDICATIONS  AND  USAGE.  Hypertension;  INDERAL  LA  Is  Indicated  In  the  management  of 
hypertension;  it  may  be  used  alone  or  used  In  combination  with  other  antihypertensive  agents, 
particularly  a thiazide  diuretic.  INDERAL  LA  Is  not  Indicated  In  the  management  of  hypertensive 
emergencies. 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  Is  Indicated  for  the 
long-term  management  ot  patients  with  angina  pectoris. 

Migraine:  INDERAL  LA  Is  Indicated  tor  the  prophylaxis  of  common  migraine  headache.  The 
efficacy  of  propranolol  In  the  treatment  of  a migraine  attack  that  has  started  has  not  been  established 
and  propranolol  Is  not  Indicated  for  such  use. 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  Is  useful  In  the  management  of  hypertrophic 
subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced  angina,  palpitations, 
and  syncope.  INDERAL  LA  also  improves  exercise  performance.  The  effectiveness  of  propranolol 
hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  ot  the  elevated  outflow  pressure 
gradient  which  Is  exacerbated  by  beta-receptor  stimulation.  Clinical  Improvement  may  be  temporary. 

CONTRAINDICATIONS.  INDERAL  Is  contraindicated  In  1)  cardiogenic  shock:  2)  sinus  bradycar- 
dia and  greater  than  first-degree  block;  3)  bronchial  asthma:  4)  congestive  heart  failure  (see  WARN- 
INGS) unless  the  failure  Is  secondary  to  a tachyarrhythmia  treatable  with  INDERAL. 

WARNINGS.  CARDIAC  FAILURE:  Sympathetic  stimulation  may  be  a vital  component  supporting 
circulatory  function  In  patients  with  congestive  heart  failure,  and  its  Inhibition  by  beta  blockade  may 
precipitate  more  severe  failure.  Although  beta  blockers  should  be  avoided  In  overt  congestive  heart 
failure.  If  necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  ot  failure  who  are 
well  compensated  and  are  receiving  digitalis  and  diuretics.  Beta-adrenergic  blocking  agents  do  not 
abolish  the  Inotropic  action  of  digitalis  on  heart  muscle. 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers  can,  in 
some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart  failure,  the  patient 
should  be  digitalized  and  or  treated  with  diuretics,  and  the  response  observed  closely,  or  INDERAL 
should  be  discontinued  (gradually.  If  possible). 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  ot  angina  and, 

In  some  cases,  myocardial  Infarction,  following  abrupt  discontinuance  of  INDERAL  therapy. 
Therefore,  when  discontinuance  of  INDERAL  Is  planned,  the  dosage  should  be  gradually  re- 
duced over  at  least  a few  weeks,  and  the  patient  should  be  cautioned  against  Interruption  or 
cessation  of  therapy  without  the  physician's  advice.  If  INDERAL  therapy  Is  Interrupted  and 
exacerbation  of  angina  occurs.  It  usually  Is  advisable  to  relnstitute  INDERAL  therapy  and  take 
other  measures  appropriate  for  the  management  of  unstable  angina  pectoris.  Since  coronary 
artery  disease  may  be  unrecognized.  It  may  be  prudent  to  follow  the  above  advice  In  patients 
considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for 
other  Indications. 


Nonallergic  Bronchospasiti  (eg,  chronic  bronchitis,  emphysema)  — PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA  BLOCKERS.  INDERAL 
should  be  administered  with  caution  since  It  may  block  bronchodllatlon  produced  by  endogenous 
and  exogenous  catecholamine  stimulation  of  beta  receptors. 

MAJOR  SURGERY:  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior  to 
major  surgery  Is  controversial.  It  should  be  noted,  however,  that  the  Impaired  ability  of  the  heart  to 
respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and  surgical 
procedures. 

INDERAL  (propranolol  HCI).  like  other  beta  blockers,  is  a competitive  Inhibitor  of  beta-receptor 
agonists  and  Its  effects  can  be  reversed  by  administration  of  such  agents,  eg,  dobutamlne  or  Isopro- 
terenol. However,  such  patients  may  be  subject  to  protracted  severe  hypotension.  Difficulty  In  start- 
ing and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers. 

DIABETES  AND  HYPOGLYCEMIA:  Beta  blockers  should  be  used  with  caution  In  diabetic  patients  if 
a beta-blocking  agent  Is  required.  Beta  blockers  may  mask  tachycardia  occurring  with  hypoglycemia, 
but  other  manifestations  such  as  dizziness  and  sweating  may  not  be  significantly  affected.  Following 
Insulin-Induced  hypoglycemia,  propranolol  may  cause  a delay  In  the  recovery  of  blood  glucose  to 
normal  levels. 


THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  ot  hyperthyroidism.  Therefore 
abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  ot  symptoms  of  hyperthyroid 
Ism.  Including  thyroid  storm.  Propranolol  may  change  thyroid  function  tests.  Increasing  T4  am  : 
reverse  T3.  and  decreasing  T3.  1 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been  reported  ii  * 
which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia  requiring  a demam  | 
pacemaker.  In  one  case  this  resulted  after  an  Initial  dose  of  5 mg  propranolol.  1 | 

PRECAUTIONS.  GENERAL:  Propranolol  should  be  used  with  caution  In  patients  with  Impairet  - 
hepatic  or  renal  function.  INDERAL  (propranolol  HCI)  Is  not  Indicated  for  the  treatment  of  hyperten 
sive  emergencies. 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  Intraocular  pressure.  Patients  should  be  toll 
that  INDERAL  may  Interfere  with  the  glaucoma  screening  test.  Withdrawal  may  lead  to  a return  0 
Increased  Intraocular  pressure. 

CLINICAL  LABORATORY  TESTS:  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease  ■ 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase. 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs  such  as  reset  1 
pine  should  be  closely  observed  If  INDERAL  (propranolol  HCI)  is  administered.  The  addei 
catecholamine-blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetli  | 
nervous  activity  which  may  result  In  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks 
or  orthostatic  hypotension,  ! i 

Caution  should  be  exercised  when  patients  receiving  a beta  blocker  are  administered  a calcium  | ' 
channel-blocking  drug,  especially  intravenous  verapamil,  for  both  agents  may  depress  myocardia  < 
contractility  or  atrioventricular  conduction.  On  rare  occasions,  the  concomitant  Intravenous  used < 
beta  blocker  and  verapamil  has  resulted  In  serious  adverse  reactions,  especially  In  patients  wItt 
severe  cardiomyopathy,  congestive  heart  failure,  or  recent  myocardial  Infarction.  ; ' 

Aluminum  hydroxide  gel  greatly  reduces  intestinal  absorption  of  propranolol.  i 

Ethanol  slows  the  rate  of  absorption  of  propranolol.  ! i 

Phenytoin,  phenobarbitone.  and  rifampin  accelerate  propranolol  clearance.  j 

Chlo^romazine,  when  used  concomitantly  with  propranolol,  results  In  Increased  plasma  levels  0 . 
both  drugs. 

Antipyrine  and  lidocaine  have  reduced  clearance  when  used  concomitantly  with  propranolol.  | 
Thyroxine  may  result  In  a lower  than  expected  T3  concentration  when  used  concomitantly  wItt. 
propranolol.  | 

Cimetidine  decreases  the  hepatic  metabolism  of  propranolol,  delaying  elimination  and  IncreasliK 
blood  levels.  1 

Theophylline  clearance  Is  reduced  when  used  concomitantly  with  propranolol.  | 

CARCINOGENESIS.  MUTAGENESIS.  IMPAIRMENT  OF  FERTILITY:  Long-term  studies  In  animal.*, 
have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  t8-month  studies  in  bott 
rats  and  mice,  employing  doses  up  to  150  mg  kg, day.  there  was  no  evidence  of  significant  drug-le 
duced  toxicity.  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage  levels.  Reproduc 
tive  studies  In  animals  did  not  show  any  Impairment  of  fertility  that  was  attributable  to  the  drug. 

PREGNANCY:  Pregnancy  Category  C.  INDERAL  has  been  shown  to  be  embryotoxic  in  anima 
studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose. 

There  are  no  adequate  and  well-controlled  studies  In  pregnant  women.  INDERAL  should  be  usee 
during  pregnancy  only  If  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

NURSING  MOTHERS:  INDERAL  Is  excreted  In  human  milk.  Caution  should  be  exercised  wher 
INDERAL  Is  administered  to  a nursing  woman. 

PEDIATRIC  USE:  Safety  and  effectiveness  In  children  have  not  been  established. 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarel) 
required  the  withdrawal  of  therapy. 

Cardiovascular:  Bradycardia:  congestive  heart  failure;  Intensification  of  AV  block;  hypotension 
paresthesia  of  hands:  thrombocytopenic  purpura:  arterial  Insufficiency,  usually  of  the  Raynaud  type 
Centra/  Nervous  System:  Light-headed  ness:  mental  depression  manifested  by  insomnia,  lassitude, 
weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia:  visual  disturbances:  hallu- 
cinations: vivid  dreams:  an  acute  reversible  syndrome  characterized  by  disorientation  for  time  anc 
place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorlum.  and  decreased  perfor- 
mance on  neuropsychometrics.  For  Immediate  formulations,  fatigue,  lethargy,  and  vivid  dream: 
appear  dose  related. 

Gastrointestinal:  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  constipa 
tion,  mesenteric  arterial  thrombosis,  ischemic  colitis. 

Allergic:  Pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching  anc 
sore  throat,  laryngospasm  and  respiratory  distress. 

Respiratory:  Bronchospasm. 

Hematologic:  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura. 
Auto-Immune:  In  extremely  rare  Instances,  systemic  lupus  erythematosus  has  been  reported. 
Miscellaneous:  Alopecia.  LE-llke  reactions,  psoriasiform  rashes,  dry  eyes,  male  Impotence,  anc 
Peyronie's  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions  Involving  the  skin 
serous  membranes  and  conjunctivas  reported  for  a beta  blocker  (practolol)  have  not  been  associated 
with  propranolol. 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  In : 
sustained-release  capsule  for  administration  once  dally.  If  patients  are  switched  from  INDERAL 
Tablets  to  INDERAL  LA  Capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic  effect  I: 
maintained.  INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  INDERAL 
INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels.  Retitratlon  may  be  necessary, 
especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval. 

HYPERTENSION  — Dosage  must  be  individualized.  The  usual  Initial  dosage  Is  80  mg  INDERAL  LA  ' 
once  dally,  whether  used  alone  or  added  to  a diuretic.  The  dosage  may  be  Increased  to  120  mg  once  j 
dally  or  higher  until  adequate  blood  pressure  control  Is  achieved.  The  usual  maintenance  dosage  is 
120  to  160  mg  once  dally.  In  some  Instances  a dosage  of  640  mg  may  be  required.  The  time  needed  foi 
full  hypertensive  response  to  a given  dosage  Is  variable  and  may  range  from  a few  days  to  several 
weeks. 

ANGINA  PECTORIS— Dosage  must  be  individualized.  Starting  with  80  mg  INDERAL  LA  once  dally, 
dosage  should  be  gradually  Increased  at  three-  to  seven-day  Intervals  until  optimal  response  is  | 
obtained.  Although  Individual  patients  may  respond  at  any  dosage  level,  the  average  optimal  dosage 
appears  to  be  160  mg  once  dally.  In  angina  pectoris,  the  value  and  safety  of  dosage  exceeding  320  mg 
per  day  have  not  been  established.  1 

If  treatment  Is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  (see 
WARNINGS). 

MIGRAINE— Dosage  must  be  individualized.  The  Initial  oral  dose  Is  80  mg  INDERAL  LA  once  daily 
The  usual  effective  dose  range  is  160-240  mg  once  daily.  The  dosage  may  be  Increased  gradually  to 
achieve  optimal  migraine  prophylaxis.  If  a satisfactory  response  Is  not  obtained  within  four  to  sis 
weeks  after  reaching  the  maximal  dose,  INDERAL  LA  therapy  should  be  discontinued.  It  may  be 
advisable  to  withdraw  the  drug  gradually  over  a period  of  several  weeks.  I 

HYPERTROPHIC  SUBAORTIC  STENOSIS- 80-160  mg  INDERAL  LA  once  daily.  | 

PEDIATRIC  DOS  AGE  — At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too  limited  to  I 
permit  adequate  directions  for  use.  j 

*The  appearance  of  these  capsules  Is  a registered  trademark  of  Ayerst  Laboratories. 


Reference: 

1.  Data  on  file,  Ayerst  Laboratories. 
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**Anderson,  Kenning  M.,  Wilmette,  died  June  28, 
1987  at  the  age  of  84.  Dr.  Anderson  was  a 1929 
graduate  of  the  University  of  Illinois  College  of  Medi- 
cine, Chicago. 

*Boles,  Donald  J.,  Chicago,  died  December  16,  1987 
at  the  age  of  70.  Dr.  Boles  was  a 1939  graduate  of  the 
Loyola  University  Stritch  School  of  Medicine,  May- 
wood. 

*Bryan,  Fred  M.,  Harvard,  died  December  1 1,  1987  at 
the  age  of  81.  Dr.  Bryan  was  a 1933  graduate  of  the 
Northwestern  University  Medical  School,  Chicago. 

**Cannon,  Herbert  F.,  Antioch,  died  November  16, 
1987  at  the  age  of  93.  Dr.  Cannon  was  a 1926  graduate 
of  the  Northwestern  University  Medical  School,  Chica- 
go. 

* ‘Chamberlain,  Danford  O.,  Chicago,  died  October 
8,  1987  at  the  age  of  82.  Dr.  Chamberlain  was  a 1930 
graduate  of  the  University  of  Vermont  College  of 
Medicine,  Burlington. 

Dominguez,  Serafin  M.,  Chicago,  died  June  18,  1987 
at  the  age  of  67.  Dr.  Dominguez  was  a 1948  graduate  of 
the  Universidad  de  la  Habana,  Facultad  de  Ciencias, 
Escuela  de  Medicina  y Estomatologia,  Havana,  Cuba. 

‘Egen,  William  A.,  Wilmette,  died  August  4,  1987  at 
the  age  of  32.  Dr.  Egen  was  a 1981  graduate  of  the 
Northwestern  University  Medical  School,  Chicago. 

“Golden,  Jacob  S.,  Chicago,  died  December  17,  1987 
at  the  age  of  85.  Dr.  Golden  was  a 1929  graduate  of 
Rush  Medical  College,  Chicago. 

“Hoffman,  Morris  J.,  Oak  Park,  died  December  21, 
1987  at  the  age  of  82.  Dr.  Hoffman  was  a 1928 
graduate  of  the  Loyola  University  Stritch  School  of 
Medicine,  Maywood. 

“Jensen,  Anton  M.,  River  Eorest,  died  December  6, 
1987  at  the  age  of  95.  Dr.  Jensen  was  a 1922  graduate 
of  Det  Laegevidenskabelige  Eakultet  Kobenhavns  Uni- 
versitet,  Kobenhavn,  Denmark. 

‘Julian,  Ormand  C.,  San  Rafael,  California,  died 
December  18,  1987  at  the  age  of  74.  Dr.  Julian  was  a 
1937  graduate  of  the  University  of  Chicago  Pritzker 
School  of  Medicine,  Chicago. 

“Karp,  George  A.,  Evanston,  died  December  7,  1987 
at  the  age  of  85.  Dr.  Karp  was  a 1931  graduate  of  the 
Medizinische  Eakultat  der  Universitat  Innsbruck,  Inns- 
bruck, Austria. 


‘Kroll,  George,  Chicago,  died  November  23,  1987  at 
the  age  of  65.  Dr.  Kroll  was  a 1952  graduate  of  the 
University  of  Illinois  College  of  Medicine,  Chicago. 

‘Lyman,  Homer,  C.,  Normal,  died  December  7,  1987 
at  the  age  of  66.  Dr.  Lyman  was  a 1945  graduate  of  the 
University  of  Illinois  College  of  Medicine,  Chicago. 

‘MuHiken,  Wallace  D.,  Elgin,  died  November  24, 
1987  at  the  age  of  61.  Dr.  Mulliken  was  a 1954 
graduate  of  the  University  of  Illinois  College  of  Medi- 
cine, Chicago. 

‘Pierce,  James  D.,  Skokie,  died  December  2,  1987  at 
the  age  of  73.  Dr.  Pierce  was  a 1940  graduate  of  the 
University  of  Illinois  College  of  Medicine,  Chicago. 

Radywyl,  Alexander,  Wilmette,  died  May  30,  1987  at 
the  age  of  83.  Dr.  Radywyl  was  a 1931  graduate  of  the 
Universitat  Jana  Kazimierza  Wydzial  Lekarski  Lwow, 
Austria. 

“Satz,  Leo  A.,  Chicago,  died  June  26,  1987  at  the  age 
of  83.  Dr.  Satz  was  a 1932  graduate  of  the  Universitat 
Wien,  Medizinische  Eakultat,  Vienna,  Austria. 

‘Schiffbauer,  William  C.,  Streator,  died  December  9, 
1987  at  the  age  of  62.  Dr.  Schiffbauer  was  a 1953 
graduate  of  Northwestern  University  Medical  School, 
Chicago. 

“Simon,  Arthur  C.,  Decatur,  died  December  11, 
1987  at  the  age  of  87.  Dr.  Simon  was  a 1926  graduate 
of  the  St.  Louis  University  School  of  Medicine,  St. 
Louis,  Missouri. 

Standish,  Philip  M.,  Bloomington,  died  June  16,  1987 
at  the  age  of  75.  Dr.  Standish  was  a 1936  graduate  of 
the  State  University  of  New  York  Upstate  College  of 
Medicine,  Syracuse. 

‘Stitzel,  Wilbur  L.,  Dixon,  died  June  22,  1987  at  the 
age  of  76.  Dr.  Stitzel  was  a 1948  graduate  of  the 
University  of  Health  Sciences/The  Chicago  Medical 
School,  Chicago. 

“Warnik,  Edward  G.,  Chicago,  died  December  15, 
1987  at  the  age  of  82.  Dr.  Warnik  was  a 1937  graduate 
of  the  Loyola  University  Stritch  School  of  Medicine, 
Maywood. 
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Reduces  frequency  of  Reduces  need  for  Convenient,  once-da^ 
angina!  attacks  subiinguai  nitrogiycerin  appiication 


improves  exercise 
performance 


^ransderm-Nitro^  Q 

I lyCC  /7*r?  2.5  mg/24  hr,  5 mg/24  hr,  10mg/24hr,  15mgl24hr 

Vinning  the  hear^  of  patients  c I B A 

iverywhere 


transdermal  nitroglycerin  products  are  being  marketed  pending  final  evaluation  of  effectiveness  by  the  FDA. 


No.  1 and  sdll  growing 


Transderm-Nitro^ 


nitroglycerin. 


2.5  mg/24  hr,  5 mgl24  hr,  10  mg  124  hr,  15  mg  124  hr 


the  most  prescribed  iong-acting  nitrate* 


*PDS  data  through  May  1987. 


Transderm-Nitro*  nitroglycerin 

Transdermal  Therapeutic  System 

BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING 
INFORMATION,  SEE  PACKAGE  INSERT) 

INDICATIONS  AND  USAGE 

This  drug  product  has  been  conditionally  approved  by  the  FDA 
for  the  prevention  and  treatment  of  angina  pectoris  due  to 
coronary  artery  disease  The  conditional  approval  reflects  a 
determination  that  the  drug  may  be  marketed  while  further 
investigation  of  its  effectiveness  Is  undertaken  A final 
evaluation  of  the  effectiveness  of  the  product  will  be  announced 
by  the  FDA 

CONTRAINDICATIONS 

Intolerance  of  organic  nitrate  drugs,  marked  anemia,  increased 
intraocular  pressure  or  increased  Intracranial  pressure 

WARNINGS 

In  patients  with  acute  myocardial  infarction  or  congestive  heart 
failure,  Transderm-Nitro  system  should  be  used  under  careful 
clinical  and/or  hemodynamic  monitoring 
In  terminating  treatment  of  anginal  patients,  both  the  dosage  and 
frequency  of  application  must  be  gradually  reduced  over  a period  of 
4 to  6 weeks  to  prevent  sudden  withdrawal  reactions,  which  are 
characteristic  of  all  vasodilators  in  the  nitroglycerin  class, 
Transdermal  nitroglycerin  systems  should  be  removed  before 
attempting  defibrillation  or  cardioversion  because  of  the  potential 
for  altered  electrical  conductivity  which  may  enhance  the  possibility 
of  arcing,  a phenomenon  associated  with  the  use  of  defibrillators 


PRECAUTIDNS 

Symptoms  of  hypotension,  such  as  faintness,  weakness  or 
dizziness,  particularly  orthostatic  hypotension  may  be  due  to 
overdosage  When  these  symptoms  occur,  the  dosage  should  be 
reduced  or  use  of  the  product  discontinued 
Transderm-Nitro  system  is  not  intended  for  immediate  relief  of 
anginal  attacks  For  this  purpose  occasional  use  of  the  sublingual 
preparations  may  be  necessary, 

ADVERSE  REACTIDNS 

Transient  headaches  are  the  most  common  side  effect,  especially 
when  higher  doses  of  the  drug  are  used.  These  headaches  should  be 
treated  with  mild  analgesics  while  Transderm-Nitro  therapy  is 
continued  When  such  headaches  are  unresponsive  to  treatment, 
the  nitroglycerin  dosage  should  be  reduced  or  use  of  the  product 
discontinued. 

Adverse  reactions  reported  less  frequently  include  hypotension, 
increased  heart  rate,  faintness,  flushing,  dizziness,  nausea  and 
vomiting  These  symptoms  are  attributable  to  the  known  pharma- 
cologic effects  of  nitroglycerin,  but  may  be  symptoms  of  overdos- 
age When  they  persist  the  dose  should  be  reduced  or  use  of  the 
product  discontinued  In  some  patients,  dermatitis  may  occur. 
DDSAGE  AND  ADMINISTRATIDN 

Therapy  should  be  initiated  with  application  of  one  Transderm-Nitro 
5 mg/24  hr  system  to  the  desired  area  of  skin  Many  patients  prefer 
the  chest;  if  hair  is  likely  to  interfere  with  system  adhesion  or 
removal,  it  can  be  clipped  prior  to  placement  of  the  system.  Each 
system  is  designed  to  remain  in  place  for  24  hours,  and  each 
successive  application  should  be  to  a different  skin  area 
Transderm-Nitro  system  should  not  be  applied  to  the  distal  parts  of 
the  extremities 


The  usual  dosage  is  one  Transderm-Nitro  5 mg/24  hr  system. 

Some  patients,  however,  may  require  the  Transderm-Nitro  10  mg/ 
24  hr  system  If  a single  Transderm-Nitro  5 mg/24  hr  system  fails  to 
provide  adequate  clinical  response,  the  patient  should  be  instructed 
to  remove  it  and  apply  either  two  Transderm-Nitro  5 mg/24  hr 
systems  or  one  Transderm-Nitro  10  mg/24  hr  system.  More 
systems  may  be  added  as  indicated  by  continued  careful  monitoring 
of  clinical  response.  The  Transderm-Nitro  2 5 mg/24  hr  system  is 
useful  principally  for  decreasing  the  dosage  gradually,  though  it 
may  provide  adequate  therapy  for  some  patients  when  used  alone. 
The  optimal  dosage  should  be  selected  based  upon  the  clinical 
response,  side  effects,  and  the  effects  of  therapy  upon  blood 
pressure  The  greatest  attainable  decrease  in  resting  blood  pressure 
that  is  not  associated  with  clinical  symptoms  of  hypotension 
especially  during  orthostasis  indicates  the  optimal  dosage.  To 
decrease  adverse  reactions,  the  size  and/or  number  of  systems 
should  be  tailored  to  the  individual  patient's  needs 
Do  not  store  above  86"F  (30°C). 

PATIENT  INSTRUCTIDNS  FOR  APPLICATIONS 
A patient  leaflet  is  supplied  with  the  systems 
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SPECIAL  ARTICLE 


Voting  Is  the  Least  You  Can  Do! 

Upcoming  Primary 
Election  Signals  the 
Start  of  1988  Races 


By  George  T.  Wilkins,  Jr.,  M.D.,  Edwaiwsville 
Chairman,  Illinois  State  Medical  Society 
Political  Action  Committee 


One  vote  determined  that  English  rather  than  German  would  be  the 
language  of  the  United  States.  On  March  15  and  November  8,  1988, 
each  voter  can  make  a crucial  difference  by  determining  who  will 
represent  Illinois  citizens  in  the  General  Assembly  as  well  as  in  the 
Congress  and  White  House. 


The  future  of  your  medical  practice 
and  our  health  care  system  is  in  the 
hands  of  our  elected  officials.  We 
must  elect  those  individuals  who 
share  our  position  so  that  we  can 
pass  legislation  promoting  our 
views  and  forestall  government 
activities  which  would  hinder  ISMS 
objectives. 

Winners  of  most  elections  are 
determined  by  the  content  and 
impact  of  messages  they  send  to  the 
voters.  To  accomplish  this  they 
must  rely  on  the  generosity  and 
active  participation  of  their  sup- 
porters. The  medical  community 
can  be  an  important  political  sup- 
port group. 

We  were  not  successful  in  enact- 
ing a cap  on  awards  for  noneco- 
nomic losses  in  medical  malpractice 


cases  last  year.  Had  the  issue  come 
to  a vote  we  might  have  mustered 
55  of  the  60  votes  required  in  the 
House  and  perhaps  27  or  28  of  the 
30  required  votes  in  the  Senate.  In 
1989  when  we  attempt  to  pass  this 
legislation  again  we  must  make  sure 
that  the  hve  or  six  additional  votes 
in  the  House  and  the  two  or  three 
additional  votes  in  the  Senate  are 
there.  The  only  realistic  way  to  do 
this  is  to  help  elect  candidates  who 
support  caps,  and  work  against 
those  who  do  not. 

1.  We  must  identify  those  races 
where  there  is  a clear  choice 
between  the  candidates  in 
terms  of  their  position  on 
medical  issues. 

2.  The  medical  community  must 
pull  together  all  of  its 


resources  to  give  maximum 
support  to  the  ideal  candi- 
date. 

3.  IMPAC  must  be  able  to  play  a 
major  role  in  closely  contest- 
ed races,  whether  or  not  sig- 
nificant local  medical  re- 
sources are  available. 

Let’s  take  a closer  look  at  these 
three  key  elements: 

First,  we  must  identify  those  can- 
didates who  share  our  positions  on 
the  issues.  The  best  way  to  accom- 
plish this  is  to  meet  with  declared 
candidates  to  assess  their  positions. 
Incumbents  may  be  familiar  with 
these  issues  while  new  candidates 
will  have  to  be  educated.  Either 
way,  this  meeting  provides  an 
opportunity  to  share  your  concerns 
with  the  candidates  and  to  seek  to 
guide  their  eventual  approach  on 
legislative  matters. 

Many  of  you  have  met  with  your 
legislators  several  times  over  the 
past  three  years  and  know  their 
positions.  Don’t  let  that  stop  you 
from  meeting  with  them  again.  The 
more  visibility,  the  better.  Our  pro- 
fessional liability  initiatives  have 
enabled  Illinois  physicians  to  form 
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solid  relationships  with  legislators. 
Election  years  are  an  excellent  time 
to  further  these  relationships. 

Second,  local  physician  and  aux- 
iliary leadership  must  pull  together 
the  entire  medical  community  in 
support  of  the  candidate.  The  first 
thing  to  do  may  be  to  form  a physi- 
cian support  committee  that  will  see 
that  all  medical  families  are  edu- 
cated and  involved.  This  committee 
should  also  interface  with  the  candi- 
date’s campaign  committee  to  coor- 
dinate a role  for  medicine  in  the 
overall  campaign.  At  a minimum, 
fundraising  and  volunteer  recruit- 
ment will  be  needed.  Members  of 
the  medical  community  should 
serve  on  the  candidate’s  hnance 
committee  and  other  committees 
formed  within  the  campaign  to  per- 
form a specihc  function.  Members 
on  these  committees  may  then 
interact  with  the  medical  communi- 
ty. Some  candidates  may  not  have 
such  a formal  structure  to  their 
campaign.  If  not,  remember  that  we 
want  to  contribute  in  any  way  that 
we  can. 

Third  among  the  key  elements, 
but  perhaps  the  most  important,  is 
the  Illinois  State  Medical  Society 
Political  Action  Committee.  Since 
1960,  IMPAC  has  played  a deciding 
role  in  many  campaigns  because, 
unlike  other  PACs,  we  have  been 
willing  and  able  to  provide  candi- 
dates with  the  resources  required 
for  success.  Many  candidates  have 
neither  the  know-how  nor  the 
resources  to  wage  an  effective  cam- 
paign. In  many  instances,  IMPAC 
has  stepped  in  to  hll  this  void.  These 
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races  are  costly,  but  we  can  ill 
afford  not  to  do  it. 

In  recent  years  we  have  witnessed 
the  increasing  activity  of  various 
groups,  whether  they  be  consumer 
groups,  unions  or  business  groups 
in  legislative  health  care  matters. 
Consumer  groups  and  unions  have 
stood  opposed  to  our  efforts  to  cap 
awards  for  noneconomic  losses  in 
medical  malpractice  cases.  Business 
groups  have  pushed  for  legislation 
to  cut  health  care  costs,  often  with- 
out regard  for  the  consequences  to 
quality  of  care. 

If  we  are  to  be  successful  in  the 
chambers  of  the  House  and  Senate 
we  must  identify  those  candidates 
who  share  our  position  on  these 
issues  and  then  see  to  it  that  they 
have  the  resources  to  succeed  on 
election  day.  You  can  be  sure  that 
the  groups  who  support  such  things 
as  mandatory  assignment  and 
oppose  caps  on  awards  for  noneco- 
nomic losses  will  be  doing  the 
same. 

You  can  provide  this  support  by 
contributing  to  IMPAC.  Unlike  a 
single  contribution  that  may  go 
unnoticed,  IMPAC  contributions — 
the  total  of  all  our  contributions — 
constitute  a major  political  force. 

Our  level  of  participation  in  the 
electoral  process,  both  in  number 
and  dollar  amount,  must  increase  in 
order  for  us  to  remain  a viable  force 
in  Springfield.  So,  participate! 

Please  send  your  questions,  com- 
ments and  ideas  to  the  Government 
Affairs  Division  in  our  Chicago 
headquarters.  i 


LIBRIUM" 

chlordiazepoxide  HCI/Roche  (V 
5-mg.  10-mg.  25-mg  capsules 
Before  [xescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Management  of  anxiety  disorders; 
short-term  relief  of  anxiety  symptoms,  acute  alcohol 
withdrawal  symptoms,  preoperative  apprehension 
and  anxiety.  Usually  not  required  for  anxiety  or 
tension  associated  with  stress  of  everyday  life.  Effi- 
cacy beyond  four  months  not  established  by 
systematic  clinical  studies.  Periodic  reassessment  of 
therapy  recommended 

Contraindications:  Known  hypersensitivity  to  the 
drug 

Warnings:  Warn  patients  that  mental  and/or 
physical  abilities  required  for  tasks  such  as  driving  or 
operating  machinery  may  be  impaired,  as  may  be 
mental  alertness  in  children,  and  that  concomitant 
use  with  alcohol  or  CNS  depressants  may  hove  an 
additive  effect  Though  physical  and  psychological 
dependence  hove  rarely  been  reported  on 
recommended  doses,  use  caution  in  administering 
to  addiction-prone  individuals  or  those  who  might 
ihcrease  dosage.  Withdrawal  symptoms  (including 
convulsions)  reported  after  abrupt  cessation  of 
extended  use  of  excessive  doses  are  similar  to  those 
seen  witti  barbiturates.  Milder  symptoms  reported 
infrequently  when  continuous  therapy  is  abruptly 
ended.  Avoid  abrupt  discontinuation;  gradually 
taper  dosage 

Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided 
because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several 
studies.  Consider  possibility  of  pregnancy 
when  instituting  therapy;  advise  patients 
to  discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

Precautions:  In  the  elderly  and  debilitated,  dnd  in 
children  over  six.  limit  to  smallest  effective  dosage 
(initially  10  mg  or  less  per  day)  to  preclude  atdxia  or 
oversedation,  increasing  gradually  as  needed  and 
tolerated.  Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if  combina- 
tion therapy  with  other  psychotropics  seems 
indicated,  carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothiazines. 
Observe  usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function.  Paradoxical  reactions 
(e  g . excitement  stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ  usual 
precautions  in  treatment  ot  anxiety  states  with  evi- 
dence of  impending  depression;  suicidal  tenden- 
cies may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood  coagulation 
hove  been  reported  very  rarefy  in  patients 
receiving  the  drug  and  oral  anticoagulants,  causal 
relationship  has  not  been  established  clinically.  Due 
to  isolated  reports  of  exacerbation,  use  with  caution 
in  patients  with  porphyria 
Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment  but  are  also  occasion- 
ally observed  at  the  lower  dosage  ranges.  In  a few 
instances  syncope  has  been  reported.  Also 
encountered  are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased 
and  decreased  libido- all  infrequent  and  generally 
controlled  with  dosage  reduction;  changes  in  EEG 
patterns  (law-voltage  fast  activity)  may  appear 
during  and  after  treatment  blood  dyscrasids 
(including  agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasionally, 
making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for  maximum 
beneficial  effects.  Oral-Adults  Mild  and  moderate 
anxiety  disorders  and  symptoms,  5 or  10  mg  t i d.  or 
q.I.d : severe  states,  20  or  25  mg  ti.d.  or  q.i.d. 

Geriatric  patients  5 mg  b i d to  q.i.d.  (See 
Precautions.) 

Supplied;  Librium  ” (chlordiazepoxide  HCI/Roche) 
Capsules.  5 mg,  10  mg  and  25  mg-bottles  of  100 
and  500;  Tel-E-Dose®  packages  of  100,  available  in 
boxes  of  4 reverse-numbered  cards  of  25,  and  in 
boxes  containing  10  strips  of  10-  Libritabs® 
(chlordiazepoxide/Roche)  Tablets,  5 mg  and  10  mg- 
bottles  of  100  and  500;  25  mg— bottles  of  100.  With 
respect  to  clinical  activity,  capsules  and  tablets  are 
indistinguishable. 
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Nobody  does  it  better. 
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SPECIAL  ARTICLE 


IDPH  Issues  Emergency  Rules 

Physician 
Responsibilities 
Under  New  AIDS  Laws 


As  noted  in  the  "Springfield  Memo"  column  appearing  in  this  issue, 
the  Illinois  Department  of  Public  Health  (IDPH)  has  adopted  emergency 
rules  for  physicians  and  others  who  are  affected  by  the  new  laws 
dealing  with  HIV  antibody  testing  procedures.  The  rules  affect  a variety 
of  clinical  situations  where  the  HIV  antibody  testing  will  occur.  ISMS 
worked  closely  with  the  Department  in  developing  the  emergency  rules, 
to  ensure  that  they  would  incorporate  the  physician's  perspective  and 
needs  in  providing  quality  patient  care.  Public  hearings  on  these  and 
additional  rules  to  implement  the  new  AIDS  laws  will  be  held  during  the 
month  of  February.  Individual  physicians  are  encouraged  to  contact  the 
Department  if  they  would  like  to  comment  on  these  rules. 


Emergency  rules  have  been  issued 
by  the  Illinois  Department  of  Public 
Health  (IDPH)  governing  clinical 
and  laboratory  conduct  under  the 
1987  AIDS  legislation.  They  fall 
into  several  broad  categories:  test- 
ing, informed  consent,  conhdential- 
ity,  blood  and  tissue  donors,  and 
data  collection. 

Testing  for  HIV  Antibodies 

The  emergency  rules  require  that 
every  blood  sample  obtained  to 
determine  the  HIV  antibody  status 
of  a patient  be  tested  with  the 
ELISA  test.  If  the  ELISA  is  found 
reactive,  then  a second  ELISA  must 
be  conducted.  If  the  second  ELISA 
is  also  reactive,  then  a confirmatory 
test  (Western  blot  assay  or  Indirect 
Eluorescent  Antibody  tests)  must  be 
conducted.  If  the  sample  is  found 
to  be  positive  on  a confirmatory 
test,  the  sample  shall  be  considered 
to  indicate  the  presence  of  HIV 


antibodies. 

HIV  Pre-Test  Information 

The  physician  must  give  the 
patient  certain  information  before 
ordering  an  HIV  antibody  test.  The 
information  may  be  provided  by  the 
physician  or  a person  delegated  by 
the  physician  who  is  knowledgeable 
about  HIV  infection,  including  pos- 
sible medical  and  psychological 
aspects  of  infection. 

The  pre-test  information  to  be 
provided  to  the  patient  must 
include  facts  on:  I)  The  meaning  of 
the  test  results  (such  as,  its  purpose, 
potential  uses,  and  limitations  of 
the  test  and  its  results);  2)  The 
availability  of  additional  or  confir- 
matory testing  {i.e.,  Western  blot); 
and  3)  If  appropriate,  the  availabili- 
ty of  referrals  for  further  informa- 
tion or  counseling.  Patients  can  be 
referred  to  IDPH  Alternative  Test 
Sites  for  post-test  counseling. 


Physicians  may  wish  to  consult 
the  ISMS  packet,  “AIDS:  Facts  for 
Physicians,”  which  was  sent  to  all 
members,  and  review  the  insert 
titled,  “Counseling  Patients  About 
AIDS,”  which  provides  this  type  of 
information. 

The  physician  is  not  required  to 
provide  pre-test  information  to 
patients  who:  1)  Are  research  sub- 
jects, where  the  identity  of  the  sub- 
ject is  not  known  and  the  researcher 
cannot  retrieve  that  information, 
and  the  test  subject  is  not  informed 
of  the  results  of  the  testing;  or  2) 
Apply  for  insurance  or  HMO  cover- 
age where  the  HMO  or  insurer 
requires  an  HIV  test. 

Written  Informed  Consent 

Physicians  must  obtain  a patient’s 
written,  informed  consent  prior  to 
ordering  an  HIV  antibody  test  in 
most  situations.  The  written  con- 
sent may  be  obtained  by  the  physi- 
cian ordering  the  test  or  by  another 
physician  involved  in  the  patient’s 
care.  The  consent  should  be 
retained  in  the  patient’s  medical 
record.  The  task  of  obtaining  the 
consent  may  be  done  by  the  physi- 
cian or  by  a person  delegated  this 
task  who  is  knowledgeable  about 
HIV  infection,  including  possible 
medical  and  psychosocial  aspects  of 
infection. 

Written,  informed  consent  is  not 
required  for  patients  who:  I)  Apply 
for  marriage  licenses;  2)  Donate 
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organs,  blood,  plasma,  human  tis- 
sue or  semen;  3)  Are  research  sub- 
jects, and  the  identity  of  the  patient 
is  not  known  and  may  not  be 
retrieved  by  the  researcher  and  the 
test  subject  is  not  informed  of  the 
test  results;  4)  Are  required  by  fed- 
eral law  to  be  tested  {i.e.,  immi- 
grants); or  5)  Apply  for  HMO  or 
insurance  coverage,  when  the  HMO 
or  insurer  requires  such  testing  for 
coverage. 

IDPH  has  developed  a sample 
consent  form  (Figure  1)  for  physi- 
cian use.  It  may  be  copied  or  modi- 
fied as  appropriate. 

Anonymous  Testing 

Patients  have  the  right,  except  in 
specific  circumstances  listed  below, 
to  ask  that  the  HIV  antibody  test  be 
performed  in  a way  that  does  not 
link  their  identity  with  the  result  of 
the  test.  If  requested,  the  physician 
is  to  assign  to  the  patient  a unique 
number  or  notation  to  be  used  by 
the  person  to  sign  the  consent  form 
in  lieu  of  the  person’s  name.  The 
blood  sample  for  testing  shall  be 
labeled  with  the  physician’s  name 
and  the  unique  number  or  notation 
so  the  results  are  transmitted  to  the 
proper  physician  and  given  to  the 
correct  patient. 

Anonymous  testing  is  not  permit- 
ted when:  I)  Identification  of  the 
patient  is  permitted  or  required  by 
law;  2)  The  test  is  conducted  to 
satisfy  the  requirements  of  a mar- 
riage application;  or  3)  The  test  is 
performed  to  determine  eligibility 
as  a donor  of  blood,  plasma,  semen 
or  other  human  tissue. 

Disclosure  of  Test  Results  or 
Subject  Identity 

The  following  persons  may  be 
informed  of  the  identity  of  a person 
tested  or  the  results  of  such  a test: 

1.  The  patient  who  was  the  test 
subject,  or  that  patient’s  legal- 
ly authorized  representative; 

2.  Any  person  designated  in  a 
release  signed  by  the  patient 
or  the  patient’s  representa- 
tive; 

3.  Referring,  treating  or  con- 
sulting physicians  of  the 
patient  or  an  authorized 
agent  or  employee  of  a health 
facility  or  health  care  pro- 
vider, if  the  facility  or  provid- 
er has  authority  to  obtain  the 


Figure  1 

Sample  IDPH  Written  Consent  for 
HIV  Antibody  Testing 

Test  Subject  or  Number: Date: Time: 

I am  giving  my  permission  for  a blood  test  in  order  to  detect  whether 
I have  antibodies  to  the  HIV  (Human  Immunodeficiency  Virus)  or  any 
other  identified  causative  agent  of  AIDS  in  my  blood.  I understand  that 
the  test  results  will  be  utilized  for  the  purposes  of  my  medical  care  and 
treatment. 

I understand  that  the  test  is  performed  by  withdrawing  a sample  of 
my  blood  and  conducting  laboratory  tests  to  determine  the  presence  of 
antibodies  to  HIV.  I understand  that  the  results  of  the  blood  tests 
considered  to  be  positive  will  be  reported  to  the  Illinois  Department  of 
Public  Health. 

I further  understand  that  a positive  result  does  not  mean  I have 
AIDS,  but  that  my  blood  has  been  exposed  to  the  AIDS  virus  and 
antibodies  to  that  virus  are  present  in  my  blood.  I understand  that 
counseling  concerning  AIDS  will  be  offered  to  me  if  my  test  results  are 
found  to  be  positive. 

I have  been  informed  and  understand  that  the  test  results,  in  a 
percentage  of  cases,  may  indicate  that  a person  has  antibodies  to  the 
virus  when  the  person  does  not  have  the  antibodies  (a  false  positive 
result)  or  that  the  test  may  fail  to  detect  that  a person  has  antibodies  to 
the  virus  when  the  person  does  in  fact  have  these  antibodies  (a  false 
negative  result). 

I understand  that  my  test  results  will  be  released  to  my  physicians  and 
other  health  care  providers  providing  my  care.  In  addition,  I under- 
stand that  the  law  allows  my  identity  and  test  results  to  be  disclosed  to 
specific  persons,  such  as  the  physicians  and  health  care  providers 
involved  in  the  use  of  any  donated  organs  or  tissue,  and  the  Illinois 
Department  of  Public  Health,  health  care  facility  staff  committees  and 
research  studies  (without  name).  I understand  that  my  test  results  will  be 
kept  confidential  to  the  extent  provided  by  law.  I understand  further 
that  upon  my  request  and  when  permitted  by  law,  my  written  consent 
and  test  result  will  be  coded  so  as  not  to  connect  the  written  consent 
form  and  the  test  results.  In  addition,  I understand  that  I may  withdraw 
from  the  testing  at  any  point  in  time,  prior  to  the  completion  of 
laboratory  tests. 

My  physician  has  advised  me  about  the  purpose,  potential  issues, 
limitations  and  meaning  of  the  test  results;  the  voluntary  nature  of  the 
test;  the  right  to  withdraw  at  any  time  prior  to  the  completion  of 
laboratory  tests;  the  right  to  anonymity;  and  the  confidentiality  protec- 
tions under  the  law.  With  the  information  presented  above  having  been 
completely  and  clearly  explained  to  me  and  all  my  questions  having  been 

answered,  I hereby  authorize to  test  my  blood  for  HIV 

infection. 


Signature  or  Notation  of  Signature  of  Physician 

the  Test  Subject 
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test  results  and  the  agent  or 
employee  provides  patient 
care  or  handles  or  processes 
specimens  of  body  fluids  or 
tissues  and  the  agent  or 
employee  has  a need  to  know 
this  information  in  order  to 
meet  the  medical  needs  of  the 
patient; 

4.  IDPH,  or  local  health  depart- 
ments, who  are  required  by 
law  to  receive  certain  types  of 
reports  for  controlling  the 
spread  of  disease; 

5.  A health  facility  or  provider 
which  procures,  processes, 
distributes  or  uses  donated 
organs  or  semen; 

6.  Health  facility  staff  commit- 
tees, for  the  purposes  of  con- 
ducting program  monitoring, 
evaluation  or  service  reviews; 

7.  A person  allowed  by  court 
order  to  have  access;  or 

8.  A county  clerk,  who  is  to  be 
informed,  via  a physician’s 
certificate,  that  parties  to  a 
marriage  have  received  HIV 
antibody  tests  and  been  noti- 
fied of  the  results  of  those 
tests.  The  clerk  is  not  to 
receive  the  results  of  the 
tests. 

In  addition,  HIV  antibody  test 


results  may  be  disclosed  to  health 
care  providers  and  researchers 
when  done  in  a manner  which  does 
not  reveal  the  identity  of  the 
patient. 

Persons  are  free  from  civil  liabili- 
ty when  disclosures  are  made  in 
accordance  with  the  law.  However, 
intentional  or  reckless  violation  of 
the  identity  of  the  patient  or  test 
results  constitutes  a Class  B misde- 
meanor. 

Marriage  License  Testing 
Requirements 

Within  30  days  of  applying  for  a 
marriage  license,  applicants  must 
submit  to  a medical  examination  by 
a physician,  which  includes  lab  tests 
to  determine  the  existence  of  or 
freedom  from  transmissible  syphilis 
and  exposure  to  HIV  or  any  other 
identified  causative  agent  of  AIDS. 
The  parties  to  the  marriage  may  be 
examined  by  the  same  physician  or 
separate  physicians  for  each  party. 
The  exam  can  be  conducted  by  a 
physician  licensed  in  any  state, 
upon  certification  that  the  doctor  is 
licensed  in  that  state. 

The  physician  is  to:  1)  Provide 
the  pre-test  information  to  the  par- 
ties (as  described  above);  2)  Upon 
the  patient’s  request,  label  the 


blood  sample  for  the  HIV  and  syph- 
ilis tests  in  such  a manner  as  to 
conceal  the  identity  of  the 
patient(s);  3)  Use  the  approved  test- 
ing procedure  (described  above); 
and  4)  Give  the  results  of  the  tests 
to  both  parties  of  the  marriage.  The 
physician  is  not  required  to  per- 
form the  tests. 

The  results  of  the  HIV  antibody 
tests  shall  be  provided  by  the  physi- 
cian(s)  who  administered  the  tests 
to  both  parties  to  the  proposed 
marriage.  If  the  test  results  are 
negative,  the  required  notification 
need  not  be  done  in  person.  How- 
ever, if  one  or  both  of  the  test 
results  are  confirmed  as  positive, 
the  physician  must  present  the 
results  to  both  parties  in  person. 
Prior  to  signing  and  presenting  the 
marriage  certificate,  the  physician 
must  provide  them  with  informa- 
tion regarding  the  meaning  of  the 
results  and  the  availability  of  fur- 
ther testing  and  counseling. 

Figure  2 is  a representative  copy 
of  the  IDPH  sample  certificate, 
which  has  been  designed  for  physi- 
cian use  and  may  be  modified  as 
appropriate.  In  addition,  the  IDPH 
has  created  a brochure  on  the 
requirements  for  marriage  license 
applicants  which  physicians  can 
obtain  from  county  clerks  or  local 
health  departments. 

Again,  the  physician  may  wish 
to  consult  the  ISMS  publication 
“Counseling  Patients  About 
AIDS,”  prior  to  conducting  the 
counseling.  Patients  can  also  be 
referred  to  an  IDPH  Alternative 
Test  Site  center  for  counseling. 

Physicians  are  to  report  to  IDPH 
or  their  local  health  department  the 
results  of  any  confirmed  positive 
HIV  antibody  test  of  a marriage 
license  applicant.  The  report  is  not 
to  include  the  patient’s  name.  It  is 
to  include  other  information  about 
the  subject: 

1.  City  of  residence; 

2.  Age; 

3.  Race/ethnicity; 

4.  Lab  findings; 

5.  Risk  factors; 

6.  Whether  the  patient  is  known 
to  have  previously  tested  posi- 
tive for  HIV  antibodies; 

7.  If  the  test  was  conducted  in 
compliance  with  the  marriage 
license  requirements;  and 

8.  If  counseling  and/or  sex  part- 


Figure  2 

Sample  IDPH  Certificate  of  Marriage 
License  Testing 

Patient  Name Date: 

I,  (name  of  physician)  being  a physician  legally  licensed  to  practice  in 

the  state  of do  certify  that  I did  on  the day 

of 19 make  an  examination  of (patient’s  name) 

and  considered  the  result  of  an  approved  serological  test  for  syphilis, 
which  was  made  at  my  request,  and  believe  that  (patient’s  name)  may 
enter  into  marriage  without  danger  of  transmitting  syphilis  to  the  other 
party  or  to  any  issue  of  such  marriage.  My  examination  also  included  the 
approved  tests  for  the  presence  of  HIV  infection  as  required  by  law.  I 
have  provided  the  results  of  the  testing  and  the  required  information 

concerning  the  results  to and , who  are  parties 

to  this  proposed  marriage. 


(Signature  of  Physician)  (Signature  of  Patient) 

or  a legally  authorized  representative 


94 


Illinois  Medical  Journal 


Summary 

1986  - 1991  Estimates 

1. 

1,CXX),000  - 1,500t(XX)  Americans  infected  with  HIV. 

2. 

10  - 30%  of  infected  persons  have 
with  AIDS  after  5 year  followup. 

been  diagnosed 

a 

270,000  cases  of  AIDS  will  be  diagnosed  and  reported 
by  the  end  of  1991,  74,000  in  1991  alone. 

4. 

Direct  costs  of  medical  care  for  reported  cases  of 

AIDS  for  1991;  $8,000,000,000. 

AIDS  - 1991  - United  States 

Projected  Cases  and  Medical  Costs 

Cases  diagnosed  during  year 

Alive  at  start  of  year 
Underreporting  / Underascertainment 

74.000 

71.000 

29.000 

Requiring  medical  care  during  year 

174,000 

Deaths  during  year 

54,000 

Direct  costs  - per  patient 

($46,000) 

Total 

$8,000,000,000 

(Reprinted  with  permission  of  the  Centers  for  Disease  Control,  Atlanta,  Geor- 
gia) 


iier  referral  has  taken  place, 
or  if  assistance  is  needed  from 
the  health  department. 

HIV  Testing  for  Insurance 
Purposes 

HMOs,  insurance  companies, 
health  services  corporations  and 
other  insurers  subject  to  regulation 
under  the  Illinois  Insurance  Code, 
and  physicians  who  perform  HIV 
antibody  tests  for  such  insurers,  are 
not  subject  to  the  laws  dealing  with 
pre-test  counseling,  written  in- 
formed consent  prior  to  testing, 
offering  anonymous  testing,  or  lim- 
itations on  disclosure  of  test  results 
for  patients  applying  for  new  or 
additional  coverage. 

However,  if  an  HMO  or  insurer 
requires  an  HIV  antibody  test  for 
applicants  for  new  or  continued 
coverage,  the  HMO  or  insurer 
must:  I)  Give  the  patient/applicant 
prior  written  notice  of  the  testing 
requirement;  2)  Obtain  the  written 
authorization  of  the  patient/appli- 
cant  to  have  the  physician  perform 
the  tests;  and  3)  Keep  the  results  of 
the  tests  confidential. 

Notice  of  an  adverse  underwrit- 
ing or  coverage  decision  may  be 
given  to  any  interested  party  by  the 
HMO  or  insurer,  but  the  insurer 
may  only  disclose  the  test  result 
itself  to  a physician  designated  by 
the  applicant  or  patient,  and  any 
such  disclosure  shall  be  in  a manner 
that  assures  confidentiality. 

Enforcement  of  the 
Confidentiality  Provisions 

Physicians  and  other  licensed 
providers  who  fail  to  comply  with 
the  confidentiality  provisions  of  the 
AIDS  laws  shall  be  considered  to 
have  violated  their  licensure  laws, 
and  are  subject  to  disciplinary 
action  by  the  Department  of  Profes- 
sional Regulation.  In  addition,  the 
intentional  or  reckless  violation  of 
these  rules  constitutes  a Class  B 
misdemeanor. 

HIV  Testing  for  Blood  and 
Human  Tissue  Donation 

All  potential  donors  of  blood, 
plasma,  organs,  semen  or  other  tis- 
sue, other  than  those  donating 
under  the  Uniform  Anatomical  Gift 
Act,  must  be  tested  for  HIV  infec- 
tion. Potential  donors  are  to  receive 
the  required  HIV  pre-test  informa- 


tion and  given  the  opportunity  to 
refuse  the  test.  Written  informed 
consent  is  not  required.  If  the  per- 
son refuses  the  test,  the  person  shall 
not  be  accepted  as  a donor. 

AIDS  Registry  and  Information 

IDPH  will  create  an  AIDS  regis- 
try to  compile  statistical  data  on 
treatment  and  prevention  mea- 
sures. Information  shall  not  be 
released  unless  it  is  in  statistical, 
non-identifiable  form.  Information 
may  be  released  only  to  a local 
health  department  or  registry  in 
another  state,  and  then  only  when  it 


concerns  a person  residing  in  that 
jurisdiction.  There  are  additional 
rules  on  research  requests  and  re- 
lease of  information  to  researchers. 

Conclusion 

IMJ  will  continue  to  provide 
updates  on  implementation  of  the 
AIDS  legislation  as  available.  Addi- 
tional clinical  information  and 
resources  are  included  in  the  ISMS 
information  packet,  “AIDS:  Facts 
for  Physicians,”  which  has  been 
sent  to  all  members.  Packets  are 
available  on  request  from  the  ISMS 
headquarters  office. 
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SPECIAL  ARTICLE 


ISMS  Positions 

on  AIDS  and 

HIV  Antibody  Testing 


The  following  positions  on  AIDS  and  HIV  antibody  testing  issues  were 
adopted  by  the  Illinois  State  Medical  Society's  Board  of  Trustees  on 
November  6,  1987  and  January  30,  1988. 


AIDS  Research 

ISMS  should  support  continued 
research  into  the  causes,  prevention 
and  treatment  of  AIDS  and  AIDS- 
related  conditions. 

Blood  Donations  and  Aids 

All  individuals  engaged  in  high 
risk  behavior  should  voluntarily  dis- 
qualify themselves  as  donors  of 
blood  and  other  tissues. 

ISMS  should  assist  physicians  to 
educate  their  patients  that  donating 
blood  does  not  expose  the  donor  to 
the  risk  of  AIDS. 

“Designated  blood  donations” 
are  an  inappropriate  means  of  deal- 
ing with  the  AIDS  problem  and 
inordinately  tie  up  blood  supplies. 
Designated  or  directed  donations 
have  not  been  shown  to  be  safer 
than  volunteer  blood  donations  and 
could  lead  to  directed  donors  with- 
holding information  that  would 
exclude  them. 

Children  With  AIDS,  ARC,  or 
HIV  Infection  and  School  Policy 

Since  children  with  AIDS,  ARC, 
or  HIV  infection  do  not  pose  a 


recognized  health  risk  to  other  chil- 
dren in  the  classroom  setting,  ISMS 
supports  the  right  of  these  children 
to  continue  to  attend  school.  How- 
ever, a physician  should  determine 
whether  attendance  would  endan- 
ger the  health  of  a child  with  AIDS 
or  ARC  in  those  schools  where  cer- 
tain communicable  diseases  are 
present.  CDC  guidelines  for  chil- 
dren with  AIDS,  ARC,  or  HIV 
infection  should  be  followed. 

In  order  to  protect  the  privacy  of 
a school-age  child  with  AIDS,  ARC, 
or  HIV  infection,  the  identity  of 
such  a child  should  be  limited  to  a 
minimum  number  of  school  admin- 
istration officials. 

Coniidentiality  of  Patients  with 
AIDS  and  HIV  Infection 

The  privacy  of  patients  infected 
with  the  HIV  virus  should  be  pro- 
tected. 

Counseling  Patients  about  AIDS 
and  HIV  Infection 

Physicians  should  incorporate 
into  their  practices  standard  proce- 
dures for  taking  complete  sexual 


and  lifestyle  histories  of  their 
patients  and  should  assume  respon- 
sibility for  educating  their  high-risk 
patients  about  the  need  to  modify 
behavior  which  places  the  patients 
at  risk  for  HIV  infection. 

Disclosing  HIV  Antibody  Test 
Results 

ISMS  supports  the  sharing  of 
information  about  the  HIV  anti- 
body status  of  a patient  with  those 
physicians  and  health  personnel 
who  have  a need  to  know  such 
information  due  to  their  involve- 
ment in  the  patient’s  care.  Such 
personnel  must  recognize  their 
responsibility  to  maintain  that 
information  in  compliance  with 
state  law  governing  the  confidenti- 
ality of  this  and  other  patient  infor- 
mation. 

Educating  Physicians  and  Other 
Health  Professionals  about  AIDS 
and  HIV  Infection 

Upon  request,  ISMS  should  pro- 
vide information  to  its  members  on 
the  many  issues,  legislation  and 
developments  related  to  AIDS, 
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including  information  on  resources 
and  specialists  available  to  AIDS 
patients  so  the  physician  can  edu- 
cate himself  anci  others  about  the 
disease  and  the  HIV  virus,  and  the 
limited  mechanism  by  which  the 
virus  is  or  can  be  transmitted. 

The  ISMS  Ad  Hoc  committee  on 
AIDS  will  review  legislation  and 
make  recommendations  on  issues  as 
they  develop. 

ISMS  encourages  education  and 
training  of  hospital  medical  staffs, 
nurses,  other  allied  health  person- 
nel, and  non-medical  personnel  in 
appropriate  infection  control  pro- 
cedures and  preventing  the  trans- 
mission of  the  HIV  virus,  in  order 
to  protect  hospital  personnel  and  to 
reduce  their  anxieties  and  fears 
about  contracting  HIV  infection, 
AIDS,  or  ARC. 

Educating  the  Public  About  AIDS 
and  HIV  Infection 

Education  and  counseling  on 
transmission  of  the  HIV  and  about 
AIDS  to  members  of  high  risk 
groups  and  the  general  public  is  the 
only  viable  and  effective  means  cur- 
rently available  to  halt  the  spread  of 
the  disease. 

ISMS  should  develop  public  posi- 
tion statements  and  encourage  phy- 
sicians to  educate  their  patients  and 
communities,  consistent  with  cur- 
rent medical  data,  pertaining  to 
public  health  issues  of  preventing 
the  transmission  of  AIDS  in  all  pop- 
ulation groups. 

ISMS  should  periodically  release 
information  to  all  Illinois  media 
encouraging  the  people  of  Illinois 
to  institute  preventive  education 
programs  designed  to  reach  all  seg- 
ments of  society,  with  particular 
emphasis  on  teens  and  young 
adults. 

ISMS  supports  efforts  to  provide 
education  and  training  for  public 
school  employees  on  the  transmis- 
sion of  the  HIV  virus  and  basic 
infection  control  and  handling  of 
blood  or  body  fluids. 

ISMS  supports  the  teaching  of 
information  about  AIDS  within  the 
school  health  curriculum,  provided 
that  community  standards  are  taken 
into  account  during  the  develop- 
ment of  this  curriculum.  Education 
for  children  about  AIDS  and  trans- 
mission of  the  HIV  virus  is  of  pri- 
mary importance  in  controlling  the 


spread  of  AIDS  and  HIV  infec- 
tion. 

Physicians  in  local  communities 
should  be  available  to  serve  as  a 
resource  to  schools  to  assist  in  these 
educational  activities. 

HIV  Antibody  Testing-General 

Great  public  concern  has  been 
expressed  over  the  past  several 
years  regarding  the  spread  of  AIDS. 
In  response  to  this,  it  has  become 
popular  to  want  to  use  HIV  anti- 
body testing  as  a means  to  identify 
infected  individuals  in  order  to 
reduce  the  spread  of  this  deadly 
disease.  However,  it  must  be  noted 
that  the  HIV  is  spread  largely 
through  participation  in  certain 
high  risk  behaviors,  and  while  a 
number  of  population  groups  have 
been  termed  “high  risk,”  any  indi- 
vidual involved  in  high  risk  behav- 
iors can  contract  the  HIV.  There- 
fore, the  mass  testing  of  groups  or 
individuals  without  reference  to 
their  behavior  is  medically  inappro- 
priate. 

Testing  for  the  HIV  antibody 
should  be  used  only  in  situations 
which  benefit  individual  patients 
and  the  public  health. 

HIV  Antibody  Testing  for 
Hospital  Patients 

ISMS  opposes  mandatory  HIV 
testing  of  hospital  patients  since 
most  patients  would  be  discharged 
before  a confirmatory  test  could  be 
concluded.  In  addition,  there  would 
be  a high  false  positive  rate  which 
could  stigmatize  patients  and  place 
unnecessary  fear  in  the  staff. 

ISMS  supports  the  position  that 
all  hospital  patients  be  handled  as 
though  they  are  HIV  positive  and 
that  hospitals,  along  with  their  med- 
ical staffs,  develop  methods  of 
implementing  GDC  guidelines  for 
the  prevention  of  transmission  of 
the  HIV  in  the  workplace  and  dur- 
ing invasive  procedures. 

HIV  Antibody  Testing  for 
Marriage  License  Applicants 

ISMS  recognizes  that  HIV  anti- 
body testing  of  applicants  for  mar- 
riage licenses  may  have  a limited 
value  as  a means  of  preventing  and 
controlling  HIV  infection.  Howev- 
er, physicians  must,  by  law,  counsel 
marriage  license  applicants,  espe- 
cially those  who  participate  in  high- 


risk  behavior,  regarding  AIDS, 
ARC  and  the  transmission  of  HIV. 

ISMS  supports  the  distribution 
of  informational  material  on  AIDS, 
ARC  and  HIV  infection  to  physi- 
cians and  to  couples  applying  for  a 
marriage  license  and  encourages 
the  Illinois  Department  of  Public 
Health  to  make  such  materials  avail- 
able. 

Physicians  should  report  to  mar- 
riage license  applicants  who  are  the 
subject  of  an  HIV  antibody  test, 
only  negative  ELISA  results,  or  pos- 
itive results  of  a Western  blot  or 
other  confirmatory  test.  Positive 
ELISA  results  which  have  not  been 
confirmed  should  not  be  reported 
to  patients,  since  non-confirmed 
results  could  confuse  and  cause 
unnecessary  concern  by  patients. 


HIV  Antibody  Testing  for 
Prisoners 

ISMS  supports  the  concept  of 
voluntary,  anonymous  HIV  testing 
for  inmates  in  prisons  and  jails,  with 
the  results  of  such  testing  kept  con- 
fidential. Counseling  for  those 
requesting  such  a test  should  be 
provided. 

ISMS  does  not  support  the  con- 
cept of  mandatory  HIV  testing  for 
inmates  in  prisons  and  jails.  Educa- 
tion of  prison  inmates  and  staff 
regarding  the  transmission  of  the 
HIV  should  be  conducted. 


Look-Back  Campaigns 

ISMS  supports  the  concept  of 
“look-back”  as  a means  of  protect- 
ing patients  and  reducing  the  possi- 
ble spread  of  disease.  When  a physi- 
cian is  notified  that  one  of  his/her 
patients  has  received  blood  from  a 
donor  who  is  now  known  as  being 
Western  blot  positive,  the  doctor 
should: 

1 . Promptly  notify  the  patient  of 
the  need  to  visit  the  office  to 
discuss  a medical  condition; 

2.  Advise  the  patient  in  a confi- 
dential and  personal  fashion 
of  the  situation; 

3.  Offer  to  perform  an  HIV 
antibody  test;  and 

4.  Be  prepared  to  provide  the 
patient  with  social-psychiatric 
support  and  referral  to  an 
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infectious  disease  specialist. 

In  conjunction  with  their  hospi- 
tals and  local  blood  centers,  medical 
staff's  should  develop  policies  and 
procedures  for  determining  which 
physicians  should  be  contacted 
about  a patient  who  received  such 
blood  and  who  should  be  responsi- 
ble for  notifying  the  patient. 

Information  related  to  Western 
blot  positive  donors  and  patients 
who  received  blood  from  such 
donors  should  be  strictly  confiden- 
tial and  maintained  as  such  by  all 
individuals  privileged  to  such  infor- 
mation. 

Physicians  with  AIDS,  ARC,  or 
HI'V  Infection 

ISMS  supports  the  position  that 


disclosure  of  the  HIV  status  of  a 
physician  to  a patient  is  an  integral 
part  of  the  physician/patient  rela- 
tionship and  should  be  handled  at 
that  level. 

Physicians  who  are  HIV  positive 
or  who  have  ARC  or  AIDS  should 
not  be  restricted  from  the  practice 
of  medicine  provided  that  current 
CDC  guidelines  are  followed  and 
the  health  of  the  physician  or  the 
patient  is  not  endangered. 

Quarantine  and  Isolation  of 
Patients  with  AIDS  or  HIV 
Infection 

The  quarantine  and  isolation  of 
people  with  AIDS,  ARC,  or  HIV 
infection  is  not  at  this  time  a neces- 
sary or  effective  means  of  control- 


ling the  spread  of  AIDS.  However, 
quarantine  and  isolation  may  be 
necessary  on  a case-by-case  basis  in 
order  to  protect  the  public  health. 

Counseling  and  educational  ef- 
forts, rather  than  policies  promot- 
ing physical  restriction  and  isola- 
tion, are  appropriate  primary  meth- 
ods for  controlling  the  spread  of 
AIDS  and  HIV  infections,  until  fur- 
ther information  suggests  other- 
wise. 

Treating  AIDS  Patients 

Physicians  should  provide  com- 
petent and  humane  care  to  all 
patients,  including  those  with  criti- 
cally ill  conditions  such  as  AIDS  and 
AIDS-related  conditions.  i 
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therapy. 

Prolonged  use  of  DURICEF  may  result  in  the  overgrowth  of  non- 
susceptible  organisms.  Careful  observation  of  the  patient  is 
essential.  If  superinfection  occurs  during  therapy,  appropriate  mea- 
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Basic  Principles 
in  Management  of 
Basal  Cell  Epithelioma 


By  Peter  McKinney,  M.D.,  and  June  K.  Robinson,  M.D. /Chicago 


A basal  cell  epithelioma  (BCE)  is  a 
tumor  arising  from  the  deepest  cell 
of  the  epidermis — the  basal  cell. 
This  cell  is  the  germinal  layer  of  the 
skin.  It  lies  just  above  the  dermis 
and  is  rectangular  in  shape,  with  a 
dark-staining  nucleus.  Its  shape  and 
color  determine  the  “picket  fence” 
or  palisading  appearance  of  the  typ- 
ical nodular  basal  cell  epithelioma 
on  microscopy. 

This  tumor,  although  technically 
classified  as  a skin  cancer,  rarely 
metastasizes,  but  may  be  locally 
destructive.  For  example,  in  one 
series  of  1 00  consecutive  cases,  sev- 
en tumors  involved  the  underlying 
facial  bones.* 

In  contrast,  a recent  study 
reported  141  patients  with  basal 
cell  carcinoma  who  had  undergone 
metastases.^  In  one  larger  series, 
one  of  1,010  patients  who  present- 
ed with  basal  cell  carcinoma  devel- 
oped a metastasis.'  The  criteria  of 
Lattes  and  Kessler^  identifies  such  a 
metastasis:  the  tumor  must  arise 
from  the  skin,  not  the  mucosa;  it 
must  have  the  identical  histological 
features  of  the  original  tumor  with- 
out any  squamous  cell  component; 
and  the  metastasis  must  be  at  a 


distance  from  the  primary  tumor. 
Most,  but  not  all,  of  the  patients  who 
developed  metastases  had  tumors 
greater  than  1 0cm  in  diameter 
which  had  been  present  for  many 
years.  Many  had  been  refractory  to 
past  treatment. 

The  damage  done  by  a BCE  usu- 
ally is  confined  to  the  local  tissue. 
However,  even  a small  tumor  near 
the  eye  or  nostril  may  be  destructive 
and  difficult  to  treat  because  of  the 
difficulty  in  ascertaining  adequate 
borders  of  the  tumor. 

Classification 

Although  the  Armed  Forces 
Institute  of  Pathology  (AFIP)  fasci- 
cle defines  six  histological  types  of 
basal  cells,^  clinically  most  physi- 
cians define  four  types.®  The  differ- 
entiation of  these  types  of  basal 
cells  is  useful  in  diagnosis  and  treat- 
ment. The  cell  types  are: 

1.  Nodulo-Ulcerative 

This  most  common  form  of  basal 
cell  epithelioma  begins  as  a small 
translucent  pearl  in  the  skin  with 
telangiectasias  on  the  surface.  As 
it  outgrows  its  blood  there  is  a 
central  ulceration  and  umbilica- 


tion  or  volcano  appearance,  with 
raised,  pearly,  well-circum- 
scribed borders.  (Figures  1 A and 
B) 

2.  Pigmented 

This  is  a variant  of  the  nodulo- 
ulcerative  form,  with  large 
amounts  of  melanin  in  the  stro- 
ma of  the  tumor.  (Figure  2A) 
Although  it  behaves  like  a nodu- 
lo-ulcerative  BCE,  the  pigment- 
ed form  is  classified  separately 
because  of  its  color.  (Figure 
2B) 

3.  Sclerosing 

Fortunately,  this  form  is  unusu- 
al, since  the  borders  are  vague 
or  ill-defined  and  the  tumor  flat 
or  somewhat  depressed,  giving 
the  appearance  of  a patch  of 
scar  or  a chicken  pox  mark.  It 
lacks  translucency  and  rolled 
margins.  Microscopically,  it  is 
scattered  throughout  the  section 
(Figure  3A)  in  branching  thin 
strands  embedded  in  dense 
fibrous  stroma  of  collagen  and 
elastic  fibers.  (Figure  3B)  Pali- 
sading and  stromal  retraction 
are  usually  not  seen. 

4.  Superficial  (field  fire) 

This  has  the  appearance  of  an 
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Figure  1 


Figure  1A 

Clinically  the  most  common  type,  this 
nodular  basal  cell  epithelioma  demon- 
strates typical  pearly  translucent  qual- 
ity with  overlying  telangiectasia. 


Figure  IB 

Microscopically,  masses  of  various 
shapes  and  sizes  composed  of  basal 
cell  epithelioma  descend  from  the  epi- 
dermis and  fill  the  dermis.  The  periph- 
eral cell  layer  of  the  tumor  masses 
shows  the  palisade  arrangement  of 
the  nuclei,  the  "picket-fence  pat- 
tern. " 


Figure  2 


Figure  2A 

The  pigmented  basal  cell  epithelioma, 
a variant  of  the  nodular  type,  behaves 
in  a biologically  similar  manner.  The 
central  crusted  ulcerated  area  accen- 
tuates the  pearly  borders  in  this 
case. 


Figure  2B 

In  this  example  of  a pigmented  basal 
cell  epithelioma,  the  melanin  is  con- 
centrated in  the  center  of  a nest  of 
basal  cell  epithelioma  cells. 


Figure  3 


Figure  3A 

An  indurated  yellowish  plaque  of  mor- 
phea-like sclerosing  basal  cell  epitheli- 
oma has  an  ill-defined  border.  The 
overlying  skin  rarely  shows  ulceration 
in  this  type. 


Figure  3B 

Embedded  in  a dense  fibrous  stroma 
of  the  dermis,  groups  of  closely 
packed  tumor  cells  are  arranged  in 
elongated  strands,  which  are  often 
only  one  cell  layer  thick.  The  epidermis 
(top,  left  corner)  rarely  shows  a con- 
nection with  strands  of  tumor  cells. 


inflammatory  crusting  or  scaling 
lesion,  usually  spreading  at  its 
periphery,  then  becoming  inva- 
sive. It  is  generally  found  on  the 
trunk.  (Figure  4A)  The  margins 
have  the  pathologic  appearance 
of  a typical  nodular  BCE  (Figure 
4B),  but  the  central  portion 
resembles  a scar,  having  a flat- 
tened and  thinned  epidermis,  a 


lack  of  adnexal  structures,  and 
thick  horizontal  collagen  fibers 
in  the  dermis.  Tumor  cells  are 
often  absent  in  the  center. 

For  therapeutic  purposes,  then, 
there  are  essentially  two  types  of 
invasive  BCE:  those  tumors  with 
distinct,  definable  borders  (nodu- 
lar) and  those  with  vague,  ill- 
defined  borders  (sclerosing  mor- 


phea type).  Histologically,  the  first 
type  is  seen  with  sharply  circum- 
scribed, almost  capsulated  borders, 
while  the  latter  lesion  has  no  begin- 
ning or  end  but  is  scattered 
throughout  the  microscopic  field. 
The  tumors  may  be  multifocal  or 
have  many  roots  (Figure  5),  but  the 
effect  is  the  same.  The  surgeon 
needs  a wider  margin,  and  the 
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Figure  4 


Figure  4A 

A solitary  erythematous,  scaling, 
slightly  infiltrated  patch  on  the  chest 
is  a superficial  basal  cell  epithelioma, 
which  occurs  predominantly  on  the 
trunk.  Although  the  center  shows 
atrophic  scarring,  the  patch  has  a fine, 
threadlike,  pearly  border. 


Figure  4B 

The  superficial  basal  cell  epithelioma 
shows  a bud  of  irregularly  proliferat- 
ing tumor  tissue  attached  to  the 
undersurface  of  the  epidermis. 


chance  of  recurrence  is  greater 
because  of  the  scattered  edge. 

Location  and  Prevalence 

A basal  cell  tumor  arises  more 
commonly  in  a fair  complexioned 
Caucasian  in  areas  of  the  body 
exposed  to  sunlight.  Typically,  a 
red-haired,  pale-skinned,  freckled 
individual  living  in  a tropical  cli- 


mate is  very  prone  to  the  disease.  In 
northern  climates,®  95%  of  the 
tumors  are  seen  on  the  head  and 
neck  compared  to  only  75%  in  trop- 
ical regions,  where  the  limbs  are 
more  exposed  to  sunlight.  Men  are 
twice  as  likely  to  develop  the  disease 
as  women,  presumably  because  of 
their  greater  exposure  to  sunlight.^ 
In  the  United  States,  in  people  over 
40  the  tumor  prevalence  is  3/ 
1,000.®  The  lesion  is  extremely  rare 
in  blacks  and  Orientals,  occurring 
in  them  almost  exclusively  in  con- 
junction with  other  skin  disease.® 

Differential  Diagnosis 

It  should  be  possible  to  diagnose 
96.5%  of  basal  cell  carcinomas  clin- 
ically.® A nodular  BCE  with  a volca- 
no appearance,  the  rim  waxy  and 
covered  with  a few  telangiectasias, 
may  occasionally  be  confused  with  a 
hbroma,  a trichoepithelioma,  or 
sebaceous  hyperplasia.  The  other 
varieties,  however,  may  be  more 
subtle  in  appearance.  A pigmented 
BCE  may  be  confused  with  a mela- 
noma, nevus,  or  dermatofibroma. 
Sclerosing  BCE  may  be  similar  to 
xanthelasma,  sebaceous  adenoma, 
ostoma  cutis,  morphea  or  an  old  flat 
scar. 

When  any  doubt  exists,  a biopsy 
should  be  done  prior  to  treatment. 
If  the  lesion  is  small  enough,  an 
excisional  biopsy  may  also  provide 
the  correct  treatment. 

Etiology 

Ultraviolet  Radiation 

Basal  cell  carcinoma  is  a disease 
caused  by  exposure  to  sunlight.' 
The  wavelengths  from  230  to 
320Mm  alter  the  mitotic  and  DNA 
activity  in  the  skin  and  are  carcino- 
genic. People  living  in  sunny 
regions  are  the  most  likely  group  to 
develop  this  tumor  on  the  exposed 
portions  of  their  body.'® 

X-ray 

Approximately  10%  of  patients 
with  BCEs  develop  them  because  of 
prior  radiation  treatment,  most 
often  that  given  for  acne  or  for  hair 
removal.®  Fortunately,  the  deleteri- 
ous effects  of  such  radiation  treat- 
ments have  been  recognized,  and 
they  are  rarely  used  today.  Howev- 
er, patients  previously  treated  will 
continue  to  develop  the  disease  and 


must  be  watched  clo.sely  for  the 
development  of  lesions. 

Congenital 

Certain  congenital  syndromes 
and  skin  lesions  have  a propensity 
for  the  development  of  basal  cell 
carcinoma.  These  are: 

1.  Nevus  sebaceous:  This  lesion  is 
elevated  above  the  skin  and  has  a 


Figure  5 

This  drawing  conceptualizes  the  basic 
differences  amongst  the  various  types 
of  BCEs.  The  upper  type  has  a sharp 
clean  border  and  is  basically  easy  to 
remove.  The  tumor  in  the  lower  draw- 
ing has  multiple  extensions,  roots  or 
new  growths;  it  is  these  types  that 
require  a wide  border. 


verrucous  appearance.  There  is 
a high  incidence  of  BCE  after 
puberty.  Some  series  have 
reported  up  to  15%  of  lesions 
developing  into  BCE,  most  often 
nodular  in  type.®  (Figure  6) 

2.  Basal  cell  nevus  syndrome:  Per- 
sons with  this  inherited  disease 
(autosomal  dominant)  have  mul- 
tiple BCE  and  jaw  cysts  with  or 
without  palm  pits  and  calcifica- 
tion of  falx  cerebri.  The  basal 
cells  are  dormant  during  child- 
hood but  become  very  aggres- 
sive after  puberty.  They  may  be  a 
mixture  of  superficial,  nodular 
and  sclerosing  BCEs.  (Figure  7) 

3.  Xeroderma  pigmentosa.  A sex- 
linked  recessive  gene  causes 
increased  sensitivity  to  sun  (a 
defect  in  DNA  repair)  and  is 
associated  with  elevated  gamma 
globulin  and  serum  copper  in 
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Figure  6 

A raised,  hairless  plaque  of  nevus 
sebaceous  developed  a verrucous  sur- 
face after  the  patient  reached  puber- 
ty. A basal  cell  epithelioma  has  been 
observed  in  7%  to  14%  of  cases  of 
nevus  sebaceous. 


the  blood. Skin  freckles  and 
telangiectasia  are  prominent;  in 
later  life  squamous  BCE  and 
even  melanoma  may  develop. 
(Figure  8) 

Chemical 

Trivalent  arsenicals,  either  di- 
etary or  medicinal,  can  cause  skin 
tumors,  some  of  which  are  BCEs. 
They  may  occur  on  the  back,  arms 
or  limbs,  but  rarely  on  the  face.’ 

Traumatic 

Occasionally,  tumors  are  seen  in 
areas  of  chronic  irritation,  such  as  a 
burn  scar.’”  This  type  of  tumor 
should  not  be  confused  with  the 
squamous  carcinoma  that  arises  in 
chronic  ulcers  (so-called  Marjolin’s 
ulcer).’”’” 

Immunosuppressive 

There  may  be  an  increase  in 
BCEs  in  patients  undergoing  renal 
transplants.’”  What  role  immuno- 
suppressive therapy  plays  in  this 
increase  is  as  yet  unclear. 

Treatment 

Treatment  must  be  individual- 
ized to  the  type  of  lesion,  its  loca- 
tion on  the  body,  and  the  physical 
and  emotional  status  of  the  patient. 
This  means  that  physicians  must 
have  several  treatment  options  at 
their  disposal. 


Figure  7 

The  multiple  basal  cell  epitheliomas  in 
the  basal  cell  nevus  syndrome  present 
like  any  other  type  of  basal  cell  carci- 
noma. They  may  become  very  invasive 
and  destructive. 


Figure  8 

The  diffuse  erythema,  atrophy  of  skin, 
telangiectases,  and  mottled  pigmen- 
tation of  this  25-year-old  woman  with 
xeroderma  pigmentosum  resemble 
changes  of  the  skin  seen  in  chronic 
radiodermatitis.  The  patient  has 
undergone  orbital  exonteration  for  a 
malignant  melanoma  of  the  eye. 


1.  Curettage  and  electrodesicca- 
tion 

This  treatment  works  well  for 
the  superficial  BCE  or  the  small 
nodular  type  of  tumor,  which  is 
soft  and  separates  easily  from 
surrounding  tissue.  It  gives  95% 
cure,”  ’”  and  is  the  method  used 
to  treat  the  majority  of  BCEs  in 
this  country,  as  most  are  seen  by 
dermatologists.’”  The  method 
may  fail  if  the  lesion  is  near  the 
eyelid  or  ala,  where  subsequent 
scar  contracture  causes  distor- 
tion of  the  surrounding  struc- 
tures. In  such  cases  surgical  exci- 
sion and  repair  are  preferable. 
Curettage  and  electrodesicca- 
tion may  also  fail  with  the 
sclerosing  (morphea)  type  of 
basal  cell,  because  of  its  vague 
borders  and  lack  of  ready  identi- 
fication of  tumor  margins  from 
the  surrounding  tissue.  In  addi- 
tion, there  is  no  histological  sec- 
tion of  the  margins  with  the 
technique. 

2.  Superficial  x-ray  treatment 
This  is  useful  in  patients  with  all 
varieties  of  basal  cells  and  is 
advocated  for  difficult  locations, 
such  as  the  comer  of  the  nose  or 
the  eyelid.  Reported  cures  of 
92.7%  at  five  years  and  88.9%  at 
10  years  attest  to  its  effective- 
ness.” However,  there  is  no  his- 
tological control  of  the  edges. 
Because  of  the  chronic  endarter- 
itis induced  by  radiation,  ongo- 
ing changes  occur  in  the  skin 
which  can  lead  to  the  very  dis- 
ease being  treated.  With  the 
advent  of  Mohs’  “chemosur- 
gery”  (discussed  later  in  this 
paper),  the  role  of  radiation  has 
diminished  and  treatment  is 
advised  for  very  select  patients, 
i.e.,  the  infirm  and  the  elderly. 
X-ray  treatment  is  also  not  rec- 
ommended for  young  patients 
and  larger  lesions  are  less  suc- 
cessfully treated.  For  fields 
10cm  or  greater  in  size,  the 
recurrence  rate  following  radia- 
tion treatment  has  been  report- 
ed to  be  as  high  as  25%.’” 

3.  5 Fluorouracil  (5  FU) 

In  5%  concentrations,  5 FU  is 
useful  for  superficial  lesions, 
such  as  keratosis  and  perhaps 
superficial  BCEs.  It  is  not  useful 
for  the  nodular  or  invasive  types 
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of  tumor.'®  The  patient  applies 
the  ointment  BID  for  three 
weeks  with  a cotton  tip  applica- 
tor, limiting  the  application  to 
the  lesion  only.  This  evokes  an 


inflammatory  response,  fol- 
lowed by  an  ulceration  which 
heals  spontaneously.  If  there  is 
suspicion  that  the  lesion  is  not 
completely  removed,  surgical 


excision  is  advisable.  The  theory, 
as  with  other  chemotherapeutic 
agents,  is  that  fluorouracil 
destroys  the  more  active  cells, 
preserving  the  normal.  Higher 
concentrations  of  5 FU  are  not 
any  more  effective.  However, 
recurrences  are  frequent,  and 
most  clinicians  are  switching 
away  from  5 FU  to  electrodesic- 
cation and  curettage. 

4.  Surgical  excision 

The  mainstay  of  treatment  for 
BCEs  is  surgical  excision,  as  it 
gives  control  of  the  margins  of 
the  lesion  (via  frozen  section) 
and  allows  repair  if  needed, 
which  helps  to  avoid  contrac- 
tions. In  nodular  types  of  basal 
cells,  the  excision  is  simple  and 
requires  only  a small  margin, 
2-3mm  or  less."  Repair  can  be 
undertaken  immediately  by  ei- 
ther graft  or  flap.  For  the  ill- 
defined  border  of  the  sclerosing 
BCE  or  for  recurrent  lesions,  at 
least  a 55mm  border  with  frozen 
section  control  is  needed.  Cure 
rates  have  been  reported  at 
98%. " The  disadvantage  of  sur- 
gical excision  is  that  it  is  consid- 
erably more  expensive  to  the 
patient,  since  it  requires  both 


Figure  9C 

A forehead  flap  covered  the  defect. 


Figure  9B 

Following  Mohs'  chemosurgery,  the 
extent  of  the  defect  created  by  resec- 
tion of  the  tumor  includes  loss  of  the 
nasal  tip,  the  cartilagenous  nasal  sep- 
tum and  most  of  the  right  and  left 
alae. 


Figure  9D,E 

' The  result  at  one  year.  The  patient  refused  a prosthesis  because  of  her  difficulty 
in  eyesight  making  it  hard  to  use.  In  the  author's  experience,  the  nasal 
prosthesis  does  not  stay  on  well  for  defects  of  this  size. 


Figure  9 


Figure  9A 

Preoperative  appearance  of  a recur- 
rent basal  cell  carcinoma  of  the 
nose. 
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surgical  time  and  some  hospital- 
ization. Surgery  should,  there- 
fore, be  reserved  for  treatment 
of  the  more  complex  lesions. 

5.  Mohs’  chemosurgery 

First  described  40  years  ago,  this 
technique  originally  utilized  a 
zinc  paste  to  fix  the  tissue  in  situ. 
The  tumor  was  then  excised, 
with  mapping  of  the  sections 
removed,  and  frozen  sections  of 
the  entire  undersurface  and  lat- 
eral margins  examined.  When 
this  fixed  method  of  histological- 
ly-controlled  excision  of  the 
lesion  was  used,  deformities 
developed  from  the  scar  con- 
tractions, especially  in  vital 
areas.  This  led  to  a slow  accep- 
tance of  the  technique. 

Since  then,  modification  of 
the  “fresh  tissue”  technique  has 
been  made,  and  the  popularity 
of  the  treatment  has  increased 
without  compromise  to  its  effec- 
tiveness in  removing  tumors, 
which,  even  with  difficult  and 
recurrent  lesions,  approaches 
99%.^’®  '^  We  believe  the  value 
lies  in  the  pinpoint  histological 
mapping  of  the  tumor  margins. 
This  has  particular  value  in  scle- 
rosing or  recurrent  lesions,  par- 
ticularly when  certain  anatomi- 
cal structures  must  be  pre- 
served. The  development  of 
immunohistochemical  staining 
of  tumor  cells  has  allowed  great- 
er accuracy  in  interpretation  of 
the  pathology.'^  Accurate  re- 
moval of  the  tumor  allows  for 
easier  reconstruction  by  preserv- 
ing the  maximal  amount  of  tis- 
sue. We  have  found,  however, 
that  flaps  are  more  useful  than 
grafts  in  patients  undergoing 
immediate  reconstruction.*' 

In  practice,  patients  who  have 
(a)  recurrent  or  sclerosing 
lesions  and/or  (b)  lesions  in  loca- 
tions that  require  tissue  preser- 
vation, such  as  the  vermilion 
border,  the  eyelid  or  the  border 
of  the  nose,  are  treated  on  an 
outpatient  basis  with  the  exci- 
sional  technique  of  Mohs.  If  the 
wound  is  simple,  the  patient 
returns  home.  If  necessary,  the 
wound  is  closed  later  in  the  day 
by  a plastic  surgery  technique. 
The  uni-  or  V-pucker  flaps  have 


Figure  10 


Figure  10A 

Prior  to  Moh's  treatment  of  a BCE. 
Notice  the  other  lesions. 


Figure  IOC 

A series  of  pucker  flaps  and  a compos- 
ite graft  for  the  ala  complete  the 
closure. 


been  most  useful,  (Figure  9)  but 
in  more  difficult  situations, 
more  complex  flaps  are  re- 
quired. (Figure  10)  In  some  situ- 
ations, instead  of  reconstruc- 
tion, a prosthesis  will  suffice.  If  a 
graft  is  used,  further  excision  of 
the  cauterized  base  is  necessary, 
as  without  it  poor  take  of  the 
grafts  has  been  a common  expe- 
rience. 

Summary 

A basal  cell  epithelioma  is  a semi- 
malignant  tumor  of  the  exposed 


Figure  10B 

Post  Moh's  excision. 


Figure  10D 

The  result  at  six  months. 


portions  of  the  body  caused  by  sun- 
light in  the  majority  of  patients.  It 
usually  has  low  malignant  potential 
except  when  neglected,  and  it  rarely 
metastasizes.  The  aim  of  treatment 
for  a BCE  must  be  adequate  remov- 
al of  the  lesion  with  an  acceptable 
aesthetic  result.*  This  can  be  accom- 
plished in  several  ways: 

1.  Nodular  types.  Surgical  excision 
gives  the  best  control  of  the 
wound  edges  and  results  in  the 
best  reconstruction. 

2.  Superficial  types.  Cryosurgery  or 
curettage  and  electrodesiccation 
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Figure  1 1 


Figure  1 1A 

A BCE  at  the  vermilion. 


Figure  1 1 C 

The  flap  is  advanced  on  its  subcutane- 
ous pedicle. 


Figure  11 B 

After  Moh's  excision  a unilateral 
"pucker"  flap  is  fashioned. 


\ 


Figure  1 1 D 

The  result  at  three  months. 


are  recommended.  If  this  treat- 
ment does  not  provide  control, 
then  excision  is  necessary. 

3.  Sclerosing  or  morphea.  Mohs’  che- 
mosurgery  provides  the  best 
control  of  borders  and  allows 
for  immediate  reconstruction  if 
needed. 

4.  Recurrent.  Mohs’  chemosurgery 
is  the  treatment  of  choice. 

The  treatments  discussed  should 

give  cure  rates  in  excess  of  98%.  i 
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ORIGINAL  COMMUNICATION 


From  Apparently  Healthy  Infertile  Women 

Endocervical 
Culture  Isolates 


By  Mariano  Perez-Pelaez,  M.D.,  Mary  D ami flwakhi an,  M.S. 
AND  Rajasingam  S.  Jeyendran,  D.V.M.,  Ph.D. /Chicago 


Complications  following  hysterosalpyngograms,  intrauterine 
manipulations  and  inseminations,  or  seemingly  uncomplicated 
spontaneous  abortions  are  not  uncommon  findings  when  evaluating 
infertile  women.  Metritis  may  occur  following  any  one  of  the  above 
conditions  or  spontaneously.  Occasionally,  empirical  antibiotic  treatment 
of  these  infertile  patients  results  In  improved  fertility. 

Many  reports  have  studied  the  bacteria!  flora  of  the  vagina  and 
cervix,'*'^  in  addition  to  pelvic  inflammatory  disease,^'^  and  cervicitis. 
Rarely  are  detailed  studies  performed  in  apparently  healthy  Infertile 
women.  This  report  describes  the  findings  of  routine  endocervical 
cultures  and  antibiotic  susceptibility  of  isolated  aerobic  and  anaerobic 
bacteria  from  women  consulting  for  infertility. 


Bacterial  cultures  from  the  endo- 
cervical area  in  540  consecutive 
infertile  married  women  were  per- 
formed. All  patients  were  totally 
asymptomatic  at  the  time  of  investi- 
gation. The  specimens  for  bacterial 
culture  were  obtained  from  a clean 
cervix  at  the  level  of  the  internal  os 
or  fundus,  as  aseptically  as  possible 
at  the  peak  of  estrogenic  activity. 

Microbiological  Procedures 

To  obtain  aerobic  cultures,  selec- 
tive plates  were  utilized  for  inocula- 
tion, such  as  tryptic  soy  agar  with 
5%  sheep  blood,  phenylethyl  alco- 
hol agar,  chocolate  agar,  modihed 
Thayer-Martin  agar,  MacConkey, 
and  fluid  thioglycollate  medium.  All 
cultures  were  incubated  at  37°C  for 
24  hours.  If  no  growth  was 


observed  during  24  hours,  the  cul- 
tures were  reincubated  for  an  addi- 
tional 24  hour  period. 

Anaerobic  cultures  were  ob- 
tained using  selective  plates  such  as 
CNA  and  KV  sheep  blood  anaero- 
bic agar.  Enriched  thioglycollate 
medium  was  used  as  a backup  sys- 
tem. All  inoculated  plates,  as  well  as 
enriched  thioglycollate  medium, 
were  placed  in  a gas-pack  jar  with  a 
gas-pack  II  generator  envelope  and 
indicator  and  were  incubated  at 
37°C  for  48  hours. 

After  incubation,  and  at  varying 
periods  thereafter,  a sample  of  any 
colony  growth  present  on  agar 
plates  was  gram  stained  and  micro- 
scopically examined  for  identihca- 
tion.  In  addition,  antimicrobial  sus- 
ceptibility testing  was  performed. 


The  disk  diffusion  method®  was 
employed  for  aerobic  susceptibility, 
and  thioglycollate  broth  disc  meth- 
od^ was  used  for  anaerobic  suscepti- 
bility. 

Results 

No  bacterial  growth  was  ob- 
served in  269  (49.8%)  endocervical 
cultures.  One  microorganism  was 
recovered  from  the  endocervical 
cultures  of  175  (32.4%)  patients, 
two  types  of  microorganisms  were 
found  in  73  (13.5%),  three  types  in 
18  (3.5%),  and  four  or  more  micro- 
organisms were  found  in  5 (0.9%) 
cultures.  Of  the  271  positive  endo- 
cervical cultures,  aerobic  bacteria 
only  were  isolated  from  128 
(47.2%)  cultures.  Anaerobic  bacte- 
ria only  were  recovered  from  103 
(38.0%)  cultures,  while  both  types 
of  bacteria  were  recovered  from  40 
(14.8%)  cultures.  Bacterial  type  and 
frequency  are  detailed  in  Tables  1 
and  2.  The  most  common  aerobes 
identihed  were  gram  negative 
enterics  such  as  Escherichia  coli  and 
gram  positive  cocci  such  as  the 
Streptococcus  and  Staphylococcus  spe- 
cies. The  most  common  anaerobes 
identihed  were  Bacteroides,  Strepto- 
coccus and  Clostridium  species. 

The  in  vitro  susceptibility  of  the 
isolated  organisms  to  various  anti- 
bacterial agents  is  shown  in  Table  3. 
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Table  1 

Frequency  of  Various  Aerobic  Bacteria  Isolated  in  271  Endocervical 
Cultures  From  Apparently  Healthy  Infertile  Women 


Isolates 

Number 

Percent 

Gram-Positive  Bacteria: 

Staphylococcus  epidermidis 

43 

20.5 

Staphylococcus  aureus 

1 

0.5 

Micrococcus  species 

2 

1.0 

Nonhaemolytic  streptococci 

4 

1.9 

Alfa  haemolytic  streptococci 

10 

4.8 

Beta  streptococcus  not  group  A 

2 

1.0 

Beta  streptococcus  group  B 

5 

2.4 

Group  D enterococcus 

28 

13.3 

Group  D not  enterococcus 

1 

0.5 

Streptococcus  pneumoniae 

2 

1.0 

Yeast 

24 

11.4 

Gram-Negative  Bacteria: 

Escherichia  coli 

52 

24.8 

Enterobacter  species 

2 

1.0 

Klebsiella  species 

5 

2.4 

Haemophilus  species 

14 

6.7 

Neisseria  sicca 

1 

0.5 

Non  Fermenters: 

Acinetobacter  Iwoffi 

8 

3.8 

Cardiobacterium  hominis 

3 

1.4 

Flavobacterium  species 

1 

0.5 

Pseudomonas  species 

2 

1.0 

Table  2 

Frequency  of  Various  Anaerobic  Bacteria  Isolated  in  271 
Endocervical  Cultures  from  Apparently  Healthy  Infertile  Women 


Isolates 

Number 

Percent 

Gram-Positive  Bacteria: 

Peptococcus  species 

10 

5.2 

Peptostreptococcus  species 

22 

11.4 

Streptococcus  intermedius 

3 

1.6 

Gaffkya  anaerobia 

4 

2.1 

Actinomyces  viscosus 

1 

0.5 

Bifidobacterium  species 

5 

2.6 

Eubacterium  species 

14 

7.3 

Lactobacillus  species 

22 

11.4 

Clostridium  species 

22 

11.4 

Gram-Negative  Bacteria: 

Acidaminococcus  fermentans 

15 

7.8 

Bacteroides  species 

67 

34.7 

Capnocytophaga  ochraceus 

1 

0.5 

Fusobacterium  species 

7 

3.6 

Bacterial  susceptibility  was  graded 
as  sensitive  or  resistant.  Chloram- 
phenicol, cefoperazone,  carbenicil- 
lin  and  ampicillin  were  effective 
against  80%  or  more  of  the  bacteria 
cultured.  Penicillin,  tetracycline 
and  clindamycin  were  less  than  60% 
effective,  while  erythromycin  and 
cephalothin  were  intermediate 
against  the  bacteria  tested. 

Discussion 

In  a 1951  study  of  the  bacterial 
population  in  100  sterile  women 
Matthews  and  Buxton'®  described 
the  spermicidal  effects  of  Escheri- 
chia coli  and  Streptococcus  viridans. 
Since  that  time,  the  importance  of 
studying  bacteriology  in  women 
with  infections  other  than  those 
caused  by  gonococcus  and  chlamy- 
dia has  become  known.'*  ’ 

Laughton"  reported  that  about 
half  of  67  infertile  women  studied 
had  pus  in  the  cervix.  In  our  study, 
although  the  culture  specimens 
were  obtained  from  a clean  cervix, 
73  (26.9%)  women  demonstrated  a 
large  number  of  leukocytes.  Our 
investigation  also  revealed  that  pre- 
vious pelvic  infection  did  not  neces- 
sarily preclude  the  presence  of  bac- 
teria, since  only  50  (18.5%)  women 
reported  a history  of  pelvic  infec- 
tion. 

Corbishley^  described  multibac- 
terial  cultures  in  40  women  (67%) 
with  a marked  history  of  promiscu- 
ity who  were  fitted  for  lUDs.  Our 
patients,  who  had  long-term  mar- 
riages and  no  promiscual  history, 
showed  a surprisingly  elevated 
number  of  bacteria  in  the  cul- 
tures— 271  (50.2%)  positive  cul- 
tures— despite  the  fact  that  73.1% 
showed  no  evidence  of  endocervical 
pathology  (such  as  an  increased 
number  of  leukocytes)  at  the  time 
the  sample  was  retrieved. 

In  view  of  these  findings,  we 
strongly  believe  that  a culture  taken 
at  the  level  of  the  internal  os  and  at 
the  estrogenic  peak,  with  proper 
asepsia,  constitutes  a valuable  tool 
in  the  diagnosis  of  cryptic  patho- 
genic bacterial  populations  in 
women  consulting  for  infertility. 
The  bacteria  may  cause  an  explosive 
pelvic  infection  in  the  higher  genital 
tract  during  the  course  of  intrauter- 
ine manipulations.  The  proper  tim- 
ing of  the  culture — at  the  estrogen- 
ic peak — is  stressed  because  the 


February  1988—  Vol.  173:2 


113 


Table  3 

In  Vitro  Antibacterial  Susceptibility  of  the  Aerobic  and  Anaerobic  Bacteria  Isolated  from  271 
Endocervical  Cultures  from  Apparently  Healthy  Infertile  Women 


Antibacterial  Agent  meg 


Chloramphenicol 

30 

Cefoperazone 

75 

Carbenicillin 

100 

Ampicillin 

10 

Cephalothin 

30 

Erythromycin 

15 

Clindamycin 

2 

Tetracycline 

30 

Penicillin 

10  u 

Aerobes 


Number  of 

Susceptible  Specimens  (%) 


154 

84.4 

62 

69.4 

59 

61.0 

155 

70.3 

152 

53.3 

63 

66.7 

33 

42.4 

151 

35.8 

89 

43.8 

Anaerobes 


Number  of 

Susceptible  Specimens  (%) 


127 

85.8 

47 

100 

59 

100 

108 

93.5 

121 

80.2 

30 

56.7 

28 

71.4 

134 

76.9 

48 

66.7 

Overall 
Number  of 

Susceptible  Specimens  (%) 


281 

85.1 

109 

82.6 

118 

80.5 

263 

79.8 

273 

65.2 

93 

62.4 

61 

55.7 

285 

55.4 

137 

51.8 

sampling  is  more  easily  obtained  at 
this  time  due  to  the  physiologic 
opening  at  the  level  of  the  internal 
os.  It  is  also  very  important  to  per- 
form antibiotic  sensitivities,  as  the 
findings  may  be  surprisingly  unex- 
pected. (Table  3)  The  more  com- 
mon antibiotics  such  as  penicillin, 
tetracycline  and  erythromycin  were 
less  eff^ective  than  chloramphenicol, 
cefoperazone,  carbenicillin  and  am- 
picillin. 

Conclusion 

During  the  evaluation  of  infertile 
women,  it  is  suggested  that  routine 
endocervical  cultures  be  performed 
at  the  level  of  the  internal  os  or 
fundus.  Positive-culture  patients 
should  be  treated,  not  empirically, 
but  with  appropriate  antibiotics.  It 
is  further  emphasized  that  a repeat 
endocervical  culture  be  performed 
in  women  prior  to  any  intrauterine 
manipulations.  i 
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ORIGINAL  COMMUNICATION 


Congenital 
Cholesteatoma 
of  the  Middle  Ear 


By  Edward  S.  Tr^msman,  M.D.,  Tawfik  F.  Girgis,  M.D.,  and 
Howard  S.  Traisman,  M.D. /Chicago 


Congenital  cholesteatoma  of  the  middle  ear  is  an  uncommon 
condition  which  may  be  detected  on  routine  otoscopic  exam  or  as  the 
etiology  of  a conductive  hearing  loss.  It  Is  an  epidermoid  cyst  located 
behind  an  intact  tympanic  membrane^  without  previous  history  of 
perforation  or  trauma  to  the  involved  tympanic  membrane.^-^  Congenital 
cholesteatoma  should  be  considered  in  the  evaluation  of  conductive 
hearing  loss  or  of  a middle  ear  mass. 


The  patient  had  been  healthy  until 
age  one,  when  he  developed  recur- 
rent bouts  of  otitis  media,  which 
responded  to  appropriate  antibiotic 
therapy.  One  such  episode  resulted 
in  left  tympanic  membrane  rupture 
and  was  healed  with  antibiotic  treat- 
ment. Serous  otitis  media  was  noted 
at  otoscopic  exams.  At  age  two,  a 
tympanogram  was  performed  and 
was  flat  bilaterally.  The  patient  was 
referred  for  bilateral  myringotomy. 
Otoscopic  exam  revealed  a right 
middle  ear  cholesteatoma.  CT  scan 
of  the  petrous  pyramids  showed  a 
right  middle  ear  soft  tissue  mass;  no 
bony  erosion  was  noted.  The  right 
external  auditory  canal  was  normal. 
A right  middle  ear  cholesteatoma 
was  removed  surgically.  (Figure  1) 
The  patient  has  done  well  subse- 
quently. 


Figure  1 

Tympanic  membrane  reflected  forward  exposes  a well-encapsulated  congenital 
cholesteatoma. 
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Discussion 

Intracranial  cholesteatoma  was 
first  described  in  1829  by  Cruvei- 
hier  as  a “pearly  tumor.”'  Muller, 
in  1838,  called  this  tumor  a choles- 
teatoma, as  it  contained  cholestrin 
crystals.'  On  pathological  exam,  the 
cholesteatoma  appears  as  an  epider- 
moid cyst  with  stratified  squamous 
epithelial  cells  over  a connective 
tissue  stoma  which  encapsulates 
desquamated  epithelium,  cholestrin 
crystals,  and  globules  of  fat. 

Cholesteatoma  may  be  acquired 
or  congenital  in  origin.  Acquired 
cholesteatoma  results  commonly 
from  perforation  of  the  tympanic 
membrane  secondary  to  infection 
or  trauma.  Congenital  cholesteato- 
ma arises  behind  an  intact  tympanic 
membrane  without  history  of  previ- 
ous aural  infection,  and  consists  of 
squamous  epithelium  of  embryoid 
origin.^  History  of  previous  trauma 
or  surgery  to  the  tympanic  mem- 
brane must  be  excluded.^ 

There  are  five  sites  of  congenital 
cholesteatoma  occurence:  (1)  pe- 
trous apex;  (2)  mastoid;  (3)  middle 
ear;  (4)  both  middle  ear  and  mas- 
toid; and  (5)  external  canal. Clini- 
cal symptoms  vary  according  to  the 
location  of  the  cholesteatoma. 
Petrous  apex  cholesteatoma  usually 
presents  with  facial  nerve  paralysis 
or  sensorineural  hearing  loss.  Verti- 
go and  nystagmus  may  be  present- 
ing signs  and  symptoms  for  congen- 
ital cholesteatoma.^  Mastoid  and/or 
middle  ear  cholesteatoma  present 
with  conductive  hearing  loss.^'®  The 
majority  of  cases  however,  are 
detected  by  the  physician  during  a 
routine  exam  not  associated  with  a 
hearing  deficit,  and  are  observed  as 
a white  or  golden  mass  behind  an 
intact  tympanic  membrane.  The  use 
of  pneumo-otoscopy  with  an  air- 


tight halogen-illuminated  otoscope 
makes  the  tentative  diagnosis  of 
cholesteatoma.  Special  attention 
should  be  directed  to  the  posterior 
superior  quadrant  of  the  tympanic 
membrane,  where  this  lesion  is  usu- 
ally located.^ 

Complete  workup  including 
otomicroscopy,  audiometry,  tympa- 
nometry and  CT  scanning  of  the 
temporal  bones  is  of  paramount 
importance  to  evaluate  the  extent 
of  the  cholesteatoma.  Although  the 
lesion  is  very  slow  growing,  total 
extirpation  by  surgical  means  is 
indicated  as  treatment  as  soon  as 
the  lesion  is  diagnosed.  In  most 
instances,  a single  operation  is  suffi- 
cient. However,  close  observation 
and  frequent  examination  is  impor- 
tant, since  these  lesions  have  a ten- 
dency to  recur. 

We  report  a patient  with  congen- 
ital cholesteatoma  to  increase  the 
physician’s  awareness  of  this  entity. 
Cholesteatoma  should  be  consid- 
ered in  the  differential  diagnosis  of 
a child  with  persistent  conductive 
hearing  loss  or  a mass  behind  the 
tympanic  membrane  visible  on  oto- 
scopic  exam.  4 
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ORIGINAL  COMMUNICATION 


In  Clinical  Laboratory  Procedures 

Faculty  Perceptions 
of  Student  Training 


By  Raymond  L.  Olesinski,  M.H.P.E.,  Lewis  R.  Coueson,  M.D., 
AND  Annette  M.  Yonke,  Ph.D. /Chicago 


This  report  presents  the  results  of  a survey  of  clerkship  faculty, 
developed  to  determine  their  perceptions  of  student  training  in  the 
performance  of  15  pre-selected  clinical  laboratory  procedures.  A majority 
of  the  71  respondents  indicated  that  students  should  be  taught  to 
perform  13  of  the  procedures.  A majority  of  faculty  responded  that  they 
felt  their  students  were  capable  of  independent,  correct  performance  for 
no  procedure  on  entrance  to,  and  for  only  three  procedures  on  exit  from 
the  clerkship  year.  A significant  percentage  of  faculty  could  not  evaluate 
student  performance.  The  estimated  frequency  of  performance  for  each 
procedure  is  also  reported. 


The  results  of  a survey  of  fourth- 
year  medical  students  regarding 
their  training  in,  and  performance 
of,  clinical  laboratory  procedures 
have  been  reported  elsewhere.'  A 
simultaneous  survey  of  their  clerk- 
ship faculty  was  conducted  to  assess 
their  perceptions  of  student  activity 
in  this  area.  Both  studies  were 
undertaken  with  a twofold  purpose: 
to  serve  as  a basis  for  possible  cur- 
riculum revision  and  to  supply  a 
uniquely  detailed  version  of  this 
area  of  student  experience.  Former 
reports  concerning  student  per- 
formance of  clinical  laboratory 
procedures  dealt  with  only  single 
procedures, or  grouped  all  per- 
formance into  a single  ill-defined 
category.^’®  This  project  sought  to 
provide  an  expanded  insight  into 
this  portion  of  the  curriculum  by 
gathering  data  about  a large  battery 
of  procedures.  This  communication 
reports  the  findings  of  the  faculty 
survey. 


Methodology 

Data  were  collected  regarding 
fifteen  preselected  clinical  laborato- 
ry procedures  which  a student 
could  be  expected  to  perform  dur- 
ing a clerkship.  The  surveys  were 
distributed  in  the  spring  of  1982  to 
197  physicians  having  the  rank  of 
assistant  professor  or  above  from 
the  departments  of  medicine, 
obstetrics/gynecology,  pediatrics, 
and  surgery.  Faculty  were  instruct- 
ed to  respond  only  if  they  had  been 
actively  engaged  in  teaching  clerk- 
ship students  during  the  previous 
two  years.  They  were  also  asked  if 
they  considered  themselves  to  be 
primarily  university  or  hospital  sala- 
ried, or  if  they  derived  most  of  their 
income  from  private  practice. 

Results  and  Discussion 

Seventy-one  (39.7%)  of  the  facul- 
ty members  returned  usable  sur- 
veys; no  data  were  included  from 
private  practitioners.  The  pertinent 


findings  are  summarized  in  Table  1 . 
Our  opinion  that  the  procedures 
selected  for  use  in  this  study  were 
representative  of  those  that  could 
be  performed  by  students  was  sup- 
ported by  the  fact  that  no  additional 
procedures  were  added  to  the  list  by 
any  of  the  respondents,  although 
space  was  provided  for  that  pur- 
pose. 

While  high  percentages  of  faculty 
felt  that  students  should  be  trained 
in  each  of  these  procedures,  most 
procedures  were  estimated  to  be 
infrequently  performed.  This  is 
contradictory  to  maintaining  or 
improving  competence  in  these 
skills  after  initial  training.  Consider- 
ing that  training  in  the  performance 
of  1 1 of  these  procedures  was  a 
required  instructional  objective  of 
our  medical  school,  it  does  not 
appear  that  preclerkship  instruc- 
tion was  adequate  to  meet  the  entry 
level  skill  requirements  of  the  facul- 
ty. Although  improvement  was  per- 
ceived in  skill  levels  at  the  comple- 
tion of  the  clerkship  year,  in  all  but 
three  cases,  greater  than  half  of  the 
faculty  still  felt  that  a majority  of 
the  students  they  taught  were  inca- 
pable of  independent  performance. 
The  role  that  performance  frequen- 
cy may  play  in  improving  student 
skill  level  is  underscored  by  the 
finding  that,  in  all  but  two 
instances,  the  greatest  improve- 
ment occurred  for  procedures  per- 
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Table  1 

Summary  of  Clerkship  Faculty  Surveys  of  Perceptions  of  Student  Training  in  the  Performance  of  Clinical 
Laboratory  Procedures* 

Procedure  Students  Should  Skill  Level  Frequency  of 

Be  Taught  Performancef 

Entrance  to  Exit  from 

Clerkship  Year  Clerkship  Year 


Independent 

Performance 

Could  not 
Evaluate 

Independent 

Performance 

Could  not 
Evaluate 

Gram’s  stain 

95.8 

10.8 

36.5 

34.2 

30.2 

W 

Stool  for  occult  blood 

92.9 

24.7 

37.0 

52.7 

33.8 

D 

Examination  of  peripheral  blood  smear 

92.8 

5.5 

46.6 

6.8 

43.2 

<M 

Urine  dipstick  test 

91.5 

29.7 

36.5 

54.1 

33.8 

D 

Hematocrit 

91.5 

27.0 

35.1 

50.7 

32.0 

D 

Urine  specific  gravity 

91.4 

25.7 

40.5 

41.3 

38.7 

<M 

Urine  sediment  examination 

91.3 

6.9 

43.1 

23.0 

40.5 

W 

KOH  stain  for  fungi 

87.3 

5.4 

43.2 

17.8 

42.5 

<M 

Stool  exam,  color  & consistency 

85.7 

23.3 

43.8 

41.9 

39.2 

<M 

Inoculation  of  media 

84.3 

11.1 

54.2 

18.3 

53.5 

<M 

Acid  fast  stain 

78.6 

4.1 

46.6 

16.7 

42.5 

<M 

Stool  exam,  ova  & parasites 

75.4 

2.8 

52.8 

6.8 

59.5 

<M 

Body  fluid  cell  count  & differential 

67.1 

4.2 

47.2 

11.0 

50.7 

<M 

Stool  exam  for  fats 

65.1 

4.2 

59.7 

12.3 

63.1 

<M 

India  ink  stain 

56.7 

4.2 

63.4 

8.1 

66.2 

<M 

‘Independent  perfoTmance  refers  to  the  percentage  of  total  respondents  selecting  the  response:  “The  majority  of  students  you 
taught  could  perform  this  procedure  correctly  without  assistance."  All  numbers  represent  the  percentage  of  total  respondents; 
n = 71. 

fMost  frequent  response  category:  D = daily,  W = weekly,  <M  = <l/month. 


formed  daily  or  weekly. 

It  should  be  emphasized  that 
what  constituted  performance  was 
left  to  the  discretion  of  the  respon- 
dents. It  is  quite  possible  that  the 
students’  actual  skill  levels,  as  mea- 
sured by  more  objective  standards 
of  performance,  would  have  dif- 
fered from  faculty  estimates.  Re- 
gardless, it  appears  that  the  facul- 
ty’s responses  indicate  a satisfactory 
level  of  discrimination  between 
those  procedures  which  they  felt 
their  students  could  perform  cor- 
rectly without  assistance  and  those 
that  they  could  not. 

The  number  of  faculty  who  could 
not  evaluate  student  performance  is 
striking  and  perplexing.  Perhaps 
more  would  have  attempted  to  eval- 
uate their  students  had  a more 
objective  instrument  been  used. 
However,  it  is  also  possible  that 
close  supervision  by  the  faculty  did 
not  occur  in  many  cases,  or  was 


prohibited  by  the  low  rate  of  per- 
formance for  most  of  the  proce- 
dures, since  more  faculty  members 
tended  to  evaluate  students  for  pro- 
cedures more  frequently  per- 
formed. Comments  supplied  with 
the  returned  surveys  indicated  that 
some  respondents  felt  that  the 
housestaff  was  perhaps  the  best 
group  to  evaluate  student  perfor- 
mance in  these  areas.  Nevertheless, 
the  fact  that  many  of  the  faculty 
could  not  evaluate  their  students  is 
consistent  with  one  of  the  recog- 
nized problems  of  clinical  educa- 
tion.® 

The  major  question  is  whether  or 
not  the  performance  of  clinical  lab- 
oratory procedures  by  a medical 
student  warrants  a place  in  the  cur- 
riculum. The  findings  presented 
here  are  consistent  with  those  of 
other  studies  indicating  that  stu- 
dents do  not  spend  much  of  their 
clerkship  activity  time  on  laboratory 


work.'  '*’®  If  there  is  any  advantage 
to  be  gained  by  training  a student  to 
personally  perform  a procedure,  it 
may  be  lost  through  lack  of  skill 
retention  due  to  infrequent  oppor- 
tunities for  practice.  In  an  era  when 
competent  clinical  laboratories  are 
readily  available  and  physician 
office  testing  is  assuming  an 
increasingly  significant  role,’  it  may 
be  time  to  recognize  that  personal 
performance  of  all  but  a few  clinical 
laboratory  procedures  by  students 
should  no  longer  be  a requisite 
element  of  the  medical  school  cur- 
riculum. Rather,  it  may  be  more 
beneficial  to  provide  the  future 
physician  with  the  knowledge 
required  to  properly  direct  an 
office  laboratory  and  the  perfor- 
mance of  these  procedures  by  oth- 
ers. i 
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Balloon  Dilatation 
for  Aortic  Stenosis 

By  Ted  E.  Feldman,  M.D.,  Y.  Christopher  Chiu,  M.D.,  and 
John  D.  Carroll,  M.D. /Chicago 


Catheter  balloon  valvuloplasty  is  a new  technique  for  the  treatment  of 
critical  cardiac  valvular  stenosis  in  adult  patients.  Catheter  dilatation  may 
be  performed  in  patients  at  high  risk  for  surgical  valve  replacement,  such 
as  those  with  left  ventricular  failure  or  chronic  lung  disease.  It  has  been 
employed  successfully  in  patients  with  calcified  valves  without  causing 
either  embolization  or  valve  insufficiency.  We  report  a patient  with 
aortic  valve  stenosis  who  illustrates  important  issues  for  case  selection, 
and  we  describe  the  technique  of  percutaneous  valvuloplasty. 


Although  surgical  aortic  valve 
replacement  has  been  successful 
therapy  for  many  patients  with  crit- 
ical aortic  valve  stenosis,  it  is  clear 
that  some  patients  fall  into  a high 
risk  group  for  surgery.  Patients  with 
left  ventricular  failure  may  have 
operative  mortality  as  high  as  10%- 
25%.'’^  Catheter  balloon  valvulo- 
plasty is  being  developed  as  an  alter- 
native nonsurgical  therapy  for  these 
patients. 

We  describe  a patient  who  illus- 
trates important  aspects  of  case 
selection  and  the  current  state  of 
the  technique  of  aortic  balloon  val- 
vuloplasty. 

Case  Report 

The  patient  is  a 62-year-old  man 
who  was  apparently  healthy  until  six 
months  prior  to  presentation,  when 
he  developed  progressive  dyspnea 
on  exertion  and  orthopnea.  There 
was  no  chest  pain  or  syncope.  On 
physical  examination  blood  pres- 
sure measured  1 10/80.  The  carotid 
pulse  volume  and  upstroke  were 


diminished.  There  was  a grade  II/ 
VI  systolic  ejection  murmur  and  the 
second  heart  sound  was  single. 
Echocardiogram  showed  moderate 
to  severe  aortic  valve  stenosis  with 
markedly  reduced  right  and  left 
ventricular  function.  Cardiac  cathe- 
terization was  performed  using  a 
fluid-filled  catheter.  Pressure  re- 
cordings showed  left  ventricular 
and  aortic  pressures  of  170/28  and 
105/65  respectively.  (Figure  1)  The 
peak-to-peak  gradient  measured 
65mmHg,  the  mean  gradient 
53mmHg,  and  the  cardiac  output 
4.1L/minute  (Fick  method).  This 
resulted  in  a calculated  aortic  valve 
area  of  0.5  cm^.  No  significant  aor- 
tic regurgitation  was  seen  on  aorto- 
gram.  Coronary  arteriography  re- 
vealed only  mild  disease  of  the  left 
anterior  descending  coronary  ar- 
tery. 

Balloon  Dilatation 

The  patient  gave  written  in- 
formed consent  in  accordance  with 
a protocol  approved  by  the  clinical 


investigation  committee  of  our 
institution. 

Valvular  dilatation  was  accom- 
plished using  a 15mm  diameter,  3 
cm  long  balloon  catheter,  inserted 
from  the  femoral  artery  over  a 
220cm  guidewire  and  passed  retro- 
grade across  the  aortic  valve.  (Fig- 
ure 2)  Multiple  inflations  of  2-5 
atmospheres  lasting  10-15  seconds 
were  performed.  Following  dilata- 
tions, the  peak-to-peak  pressure 
gradient  measured  30mmHg,  the 
mean  gradient  29mmHg  and  the 
calculated  valve  area  0.9  cm^.  (Fig- 
ure 1)  Doppler  echocardiography 
both  before  and  after  dilatation 
showed  no  significant  aortic  regur- 
gitation. 

Discussion 

Catheter  balloon  valvuloplasty 
was  initially  applied  in  children  with 
pulmonic  valve  stenosis.®  Young 
patients  with  rheumatic  mitral  and 
congenital  aortic  stenosis  were 
treated  shortly  thereafter.®’  Con- 
cern about  embolization  of  valve 
fragments  necessitated  a deliberate 
approach  to  balloon  dilatation  of 
calcified  valves  in  older  patients. 
Early  reports  of  successful  valve 
dilatation  have  made  it  clear  that 
the  procedure  can  be  performed 
with  adequate  safety  in  adult 
patients.®’^® 

Results  of  Aortic  Valvuloplasty 

Aortic  valve  dilatation  typically 
results  in  a 50%  increase  in  valve 
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BASELINE 


POST-VALVULOPLASTY 


Cardiac  Output  4.1  L/min 
Aortic  Gradient:  Peak  65  mm  Hg 
Mean  53  mm  Hg 
Ejection  Time  310  msec 
Aortic  Valve  Area  0.50  cm^ 


Cardiac  Output  4.75  L/min 
Aortic  Gradient  Peak  30  mm  Hg 
Mean  29  mm  Hg 
Ejection  Time  280  msec 
Aortic  Valve  Area  0.90  cm^ 


Figure  1 

Simultaneous  left  ventricular  and  femora!  arterial  pressure  recordings  before 
and  after  catheter  dilatation.  The  left  ventricular  pressure  is  high  and  the  arterial 
pulse  upstroke  has  marked  delay  prior  to  valvuloplasty.  Afterwards,  the  left 
ventricular  pressure  falls,  aortic  pressure  rises,  and  the  peripheral  arterial 
pressure  upstroke  is  steeper.  Valve  area  is  increased  by  80%. 


Figure  2 

Inflated  balloon  across  the  heavily  calcified  aortic  valve  (arrowhead).  The 
balloon  is  indented  by  the  stenotic  valve  orifice  (arrow).  The  distal  guidewire  tip 
is  curled  in  the  left  ventricular  apex. 


area,  often  with  complete  resolu- 
tion of  symptoms.”  The  patient 
reported  here  is  representative  of 
our  current  experience  in  over  40 
patients.  Residual  peak-to-peak 
transaortic  valve  gradients  average 
3()-40mmHg,  with  a range  between 
10  and  75mmHg,  depending  on  the 
initial  gradient  and  the  success  of 
dilatation.  Although  the  valve  area 
is  usually  improved  significantly, 
there  is  residual  aortic  stenosis  of 
moderate  degree.  Usual  average 
post-valvuloplasty  valve  areas  are 
0.9  to  1.0  cm^.  It  is  important  to 
recognize  that  prosthetic  heart 
valves  have  average  functional  areas 
between  1.1  and  1.8  cm^.  Left  ven- 
tricular systolic  performance  im- 
proves after  valve  dilatation  in  many 
patients. 

Two  potential  complications, 
induction  of  aortic  insufficiency 
and  embolization  from  the  valve, 
have  been  infrequent.  The  risk  of 
stroke  and  of  death  appears  to  be 
l%-2%.  Local  femoral  arterial  com- 
plications are  currently  the  major 
problem  with  performing  the  pro- 
cedure, occurring  in  10%-15%  of 
patients.  These  are  due  to  the  large 
diameter  of  the  deflated  balloon 
catheter,  which  must  be  passed  into 
the  femoral  artery.  The  develop- 
ment of  lower  profile  catheters  is 
already  underway,  and  should 
reduce  the  incidence  of  vascular 
trauma. 

Mechanism  of  Valve  Dilatation 

Postmortem  and  intraoperative 
valvuloplasty  has  been  performed 
to  elucidate  the  mechanism  of  valve 
area  improvement.^  In  specimens 
with  commissural  fusion,  balloon 
dilatation  results  in  separation  of 
leaflets  along  fused  commissures. 
There  has  been  no  evidence  of  tear- 
ing of  leaflets  or  disruption  of  the 
valve  annulus  as  long  as  balloons  of 
20mm  diameter  or  less  are  used.  In 
addition,  calcified  nodules  on  the 
valve  leaflets  are  fractured,  result- 
ing in  increased  leaflet  mobility. 

Patient  Selection 

Symptomatic  patients  with  criti- 
cal aortic  valve  stenosis  who  are 
high  risk  for  surgery  or  who  refuse 
surgical  therapy  are  candidates  for 
valvuloplasty.  Patients  with  de- 
pressed left  ventricular  function, 
advanced  age,  prior  bypass  surgery. 
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chronic  lung  disease,  obesity,  renal 
failure,  or  bleeding  diathesis,  are  at 
high  risk  for  surgical  therapy.  The 
mean  age  of  patients  we  have 
treated  for  aortic  valve  stenosis  is 
71  years,  similar  to  that  reported  in 
other  series. 

The  presence  of  coronary  artery 
disease  is  not  a contraindication  to 
valve  dilatation.  In  one  recent  series 
28%  of  patients  had  signihcant  cor- 
onary stenosis  greater  than  50%  in 
at  least  one  vessel,  including  19% 
with  three  vessel  or  left  main  coro- 
nary disease.®  We  have  performed 
aortic  valvuloplasty  in  eleven  pa- 
tients with  coronary  artery  disease. 

Clinical  Implications 

Aortic  valvuloplasty  may  be 
accomplished  safely  and  successful- 
ly in  symptomatic  patients  with  aor- 
tic stenosis.  The  procedure  extends 
therapy  to  patients  previously  con- 
sidered very  high  risk  for  surgery, 
and  to  those  who  refuse  surgery  or 
anticoagulant  therapy.  Develop- 
ment of  the  technique  for  mitral 
valve  dilatation  has  similarly  broad- 
ened the  population  for  whom  ther- 
apy is  available.  In  addition,  mitral 
valvuloplasty  results  in  valve  areas 
similar  to  those  achieved  with  surgi- 
cal commissurotomy,  and  may  even- 
tually offer  an  alternative  to  surgi- 
cal therapy. 

The  long  term  results  of  aortic 
valvuloplasty  are  not  known.  With 
only  slightly  more  than  one  year 
followup  on  the  initial  patients  to 
undergo  the  procedure,  there  have 


been  instances  of  restenosis.  Cathe- 
ter balloon  valuloplasty  remains  a 
promising  therapy.  i 
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HOSPITAL  MEDICAL  STAFF  SECTION 


Summary  of  Issues  and  Actions 

AMA  HMSS 

Tenth 

Assembly 


About  50  Illinois  HMSS  represen- 
tatives attended  the  AMA  HMSS 
tenth  assembly  meeting  immediate- 
ly preceding  the  AMA  Interim 
Meeting  in  Atlanta,  Georgia.  The 
Illinois  Section  held  two  morning 
caucuses  to  review  proposed  resolu- 
tions and  discuss  pertinent  issues. 

The  AMA  House  of  Delegates 
strongly  supported  an  AMA  HMSS 
resolution  reaffirming  the  autono- 
my of  the  hospital  medical  staff. 
The  resolution  encourages  hospital 
medical  executive  committees  and 
their  legal  counsel  to  regularly 
examine  hospital/corporate  bylaws 
and  other  policies  for  conflicts  with 
medical  staff  bylaws  and  policies. 
The  resolution  also  requires  that 
hospital  governing  bodies  notify 
medical  staffs  of  any  impending 
changes  in  the  hospital/corporate 
bylaws  and  how  those  changes  will 
affect  the  medical  staff  bylaws. 

In  addition,  the  AMA  approved  a 
plan  supported  by  the  HMSS  to 
enhance  the  role  of  the  medical 
staff  by  developing  guidelines  for 
medical  directors.  The  guidelines 
will  help  to  strengthen  the  relation- 
ship between  the  medical  staff  and 
the  medical  director.  The  AMA 
opposes  regulations  that  allow  hos- 


pital governing  boards  to  appoint  a 
medical  director  who  has  authority 
over  the  medical  staff. 

The  AMA  also  backed  the  AMA 
HMSS  resolution  requesting  that 
the  AMA  work  with  the  Joint  Com- 
mission on  Accreditation  of  Health- 
care Organizations  to  assure  that 
appropriate  members  of  the  medi- 
cal staff  represent  the  medical  staff 
during  Joint  Commission  site  sur- 
veys. The  resolution  also  asks  that 
both  the  medical  staff  designated 
support  personnel  and  appropriate 
administrative  staff  participate  in 
the  Joint  Commission  survey. 

Joseph  L.  Murphy,  M.D.,  chair- 
man, ISMS  HMSS,  has  expressed 
special  appreciation  to  the  other 
Governing  Council  officers:  Silvana 
Y.  Menendez,  M.D.,  vice  chairman, 
Thomas  C.  Malvar,  M.D.,  secretary, 
and  George  T.  Wilkins,  Jr.,  M.D., 
treasurer,  and  to  Dennis  M.  Brown, 
M.D.,John  F.  Schneider,  M.D.  and 
Raymond  A.  Dieter,  Jr.,  M.D.,  who 
chaired  the  Resolution  Review 
Committees  and  presented  the  res- 
olutions to  the  Illinois  Caucus. 

The  next  AMA  HMSS  meeting 
will  be  held  June  22-26,  1988  in 
Chicago,  just  prior  to  the  AMA 
Annual  Meeting. 


Annual  Meeting  Scheduled  for 
February  27,  1988 

The  third  annual  meeting  of  the 
Illinois  Hospital  Medical  Staff  Sec- 
tion, scheduled  for  Saturday,  Feb- 
ruary 27,  1988,  will  provide  perti- 
nent information  on  an  array  of 
issues  affecting  the  hospital  medical 
staff.  The  Section  will  also  hold  its 
annual  business  session  and  elec- 
tions. 

Speakers  will  include  Dennis 
O’Leary,  M.D.,  president  of  the 
Joint  Commission  on  Accreditation 
of  Healthcare  Organizations,  who 
will  describe  the  Joint  Commission’s 
new  project  entitled  the  “Agenda 
for  Change.”  The  goal  of  the  pro- 
ject is  to  develop  an  outcome- 
oriented  monitoring  and  evaluation 
process  that  will  assist  health  care 
organizations  in  improving  quality 
of  care.  Dr.  O’Leary  will  explain  the 
components  of  the  new  project,  and 
the  role  the  medical  staff  will  play  in 
its  implementation. 

Saul  J.  Morse,  J.D.,  will  discuss 
how  hospital  closings  and  mergings 
affect  the  medical  staff.  To  what 
extent  does  the  medical  staff  have 
input  into  hospital  planning  and 
governing  board  decisions?  What 
actions  can  the  medical  staff  take? 
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These  are  some  of  the  questions  he 
will  address. 

From  the  Governing  Council  of 
the  American  Medical  Association’s 
Hospital  Medical  Staff  Section, 
Peter  A.  Duhamel,  M.D.,  will  sum- 
marize the  national  issues  currently 
facing  the  AMA  HMSS,  and  discuss 
the  involvement  of  state  hospital 
medical  staff  sections. 

Lastly,  two  concurrent  work- 
shops will  be  offered.  In  the  first 
workshop,  “Effective  Communicat- 
ing through  the  Media,”  partici- 
pants will  learn  how  to  prepare  for 
and  conduct  an  effective  interview 
with  the  media.  The  second  work- 
shop, “Negotiating  your  IPA,  HMO 


and  PPO  Contract,”  will  be  given  by 
Judee  Gallagher,  J.D.,  counsel 
retained  by  ISMS  for  the  Office  of 
Contractual  Services.  This  work- 
shop will  help  participants  better 
understand  the  many  facets  associ- 
ated with  contract  medicine. 

All  Illinois  hospital  medical  staff 
representatives  and  other  interest- 
ed parties  are  invited  to  attend  this 
important  meeting.  The  meeting 
will  be  held  at  the  ISMS  Headquar- 
ters in  Chicago  at  Twenty  N.  Michi- 
gan Avenue.  For  further  informa- 
tion and  to  obtain  a registration 
form,  please  call  the  ISMS  HMSS  at 
(312)  782-1654. 


HMSS  Eligibility  Requirements 

All  Illinois  medical  staffs  are 
urged  to  elect  an  HMSS  representa- 
tive. Representatives  must  be  ISMS 
members  and  have  active  clinical 
privileges.  Representatives  of  the 
AMA  HMSS  are  automatically 
members  of  the  ISMS  Section 
unless  the  medical  staff  decides  oth- 
erwise. Each  hospital  may  elect 
more  than  one  representative, 
although  only  one  will  be  eligible  to 
vote.  Eor  more  information  regard- 
ing ISMS  HMSS  activities  or  mem- 
bership, please  contact  the  ISMS 
HMSS.  i 
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PULSE  OF  THE  ISMS  AUXILIARY 


The  Fundraising  Idea 
that  Grew  and  Grew 

By  EvEtm  Perlmutter  (Mrs.  Harold), 

AMA-ERF  Chairman 


Did  your  family  get  a holiday  card  this  season  with  the  names  of 
physicians  and  their  spouses  from  your  county?  If  so,  your  local  county 
auxiliary  participates  in  the  American  Medical  Association  Education  and 
Research  Foundation  (AMA-ERF)  Holiday  Sharing  Card  as  a fundraiser.  If 
not,  perhaps  this  could  be  a future  project  of  the  Auxiliary  in  your 
county. 


In  1959,  Betty  Ray  of  Chattanooga, 
Tennessee  conceived  the  sharing 
card  idea  and,  with  the  help  of  her 
fellow  auxilians,  contacted  medical 
families  and  asked  them  to  donate 
the  money  they  would  ordinarily 
spend  on  cards  and  postage  to 
AMA-ERF.  In  exchange,  the  auxil- 
iary would  send  a “sharing  card”  to 
all  medical  families  listing  the 
names  of  the  donors.  This  project 
was  so  successful  that  it  was  subse- 
quently shared  with  her  state  and  at 
the  AMA  Auxiliary’s  Annual  Con- 
vention. Betty  (who  is  still  active  in 
auxiliary)  could  never  have  antici- 
pated the  impact  the  “sharing  card” 
would  make. 

The  sharing  card  continues  to  be 
popular,  as  each  year  more  and 
more  counties  adopt  it.  Some  auxil- 
ians have  expanded  the  theme  and 
are  having  Thanksgiving,  Valentine, 
and  “Doctor’s  Day”  sharing  cards. 

Although  the  same  concept  that 
Betty  Ray  started  is  being  followed, 
AMAA  continues  to  promote  the 
idea.  An  “AMA-ERF  Handbook”  is 
updated  annually  and  gives  com- 
plete instructions  in  starting  a shar- 
ing card  project.  Included  in  the 
Handbook  is  the  history  of  AMA- 


ERF,  a list  of  deans  and  medical 
school  recipients  with  the  amount 
received  last  year,  promotional 
tools,  press  releases,  sample  letters, 
and  more. 


Sharing  card  contribution  totals 
for  1987-1988  are  not  yet  available, 
but  last  year  over  $875,000  was 
made  nationally.  In  Illinois,  1 1 of 
28  counties  participated  in  sharing 


President’s  Note 


If  your  county  does  not  have  an 
auxiliary  to  organize  a “sharing 
card”  or  other  health-related 
community  project  described  in 
this  column,  perhaps  you  would 
like  to  inform  your  local  county 
medical  society  of  the  following 
simple  forms  of  membership 
available: 

■ Member-At-Large.  An  indi- 
vidual who,  through  dues  only 
($30  for  AMAA  and  ISMSA), 
supports  projects  already  in 
existence  and  provides  seed 
money  for  the  implementation 
of  new  ideas. 

■ Chartered  membership.  Co- 
chairmen  act  as  leadership 
contacts  for  AMAA  and 


ISMSA.  The  physician  spouse 
group  would  be  predominant- 
ly social,  but  could  easily 
involve  themselves  in  a worthy 
project  ($30  dues). 

■ Full  membership  involve- 
ment. Involvement  of  multiple 
board  members  with  atten- 
dance required  at  regular 
meetings.  Dues  would  be  $30 
plus  an  undetermined  amount 
to  support  local  auxiliary  proj- 
ects. 

For  further  information  please 
contact  the  ISMSA  office  at  312- 
782-2099. 

Lynn  Kassel  (Mrs.  Wayne), 
ISMSA  President 
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cards  and  brought  in  over  $18,000. 
As  the  state  AMA-ERF  chairman, 
all  contributions  come  to  me  for 
checking,  recording,  and  forward- 
ing to  AMAA.  Currently,  we  are 
exceeding  last  year’s  figure. 

Other  Auxiliary  AMA-ERF 
Projects 

This  is  not  to  say  that  only  shar- 
ing cards  raise  money.  Some  auxil- 
iaries hold  bazaars,  raffles,  bou- 
tiques, dinner-dances  and  sell 
Christmas  cards,  in  addition  to 
many  other  projects.  Memorial 
Cards  and  Physician  Courtesy 
Cards — to  remember  colleagues  for 
professional  courtesies — are  other 
fundraising  enterprises.  The  nature 
of  the  fundraising  activity  is  dic- 
tated only  by  the  imagination  of  the 
members. 

Use  of  Contributions 

Raising  funds  for  AMA-ERF  has 


been  the  AMA  Auxiliary’s  major 
national  philanthropic  endeavor  for 
more  than  34  years.  Currently  there 
are  several  funds  in  existence.  The 
Medical  Excellence  Fund  provides 
grants  to  medical  schools  for  use  as 
they  see  fit  {i.e.,  building  improve- 
ments, faculty  salaries,  library 
funds).  The  Medical  Student  Assis- 
tance Fund  provides  funds  to  medi- 
cal schools  for  student  financial  aid. 
The  Development  Fund  is  used  at  the 
discretion  of  the  AMA-ERF  Board 
of  Directors  to  support  pilot  and 
experimental  health  and  medical 
programs.  Categorical  Funds  are  for 
specific  research  areas.  The  contrib- 
utor can  direct  contributions  to  a 
desired  medical  school  and  a 
desired  fund.  If  no  designation  is 
made,  contributions  go  into  a fund 
to  be  divided  among  all  medical 
schools  in  the  country.  All  contribu- 
tions are  tax  deductible. 

In  Illinois,  eleven  medical 


schools  are  listed  in  the  AMA-ERF 
handbook  as  recipients  of  AMA- 
ERf'  contributions  last  year.  Using 
one  example,  the  University  of  Illi- 
nois College  of  Medicine  has  gradu- 
ated 14,203  physicians  and  re- 
searchers. It  annually  receives  over 
2400  applications  from  prospective 
students  who  compete  for  the  331 
places  in  each  first-year  class.  The 
state  legislature  provides  only  35 
percent  of  the  annual  college  of 
medicine  budget  and  the  remaining 
65  percent  must  come  from  other 
sources. 

Of  the  many  worthy  causes  to 
which  we  can  contribute,  few  can 
match  the  AMA-ERF  in  providing 
lasting  and  important  benefits.  By 
helping  medical  schools  and  medi- 
cal students,  we  help  to  assure  the 
high  quality  of  medical  education 
and  care  in  our  country.  “Tomor- 
row’s physicians  need  our  help 
today.”  i 
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For:  Physicians  of  all  specialties.  Conference,  March  4-6, 
Palmer  House.  Chicago.  Sponsor:  Chicago  Medical  Society. 
515  N.  Dearborn,  Chicago,  IL  60610,  and  over  40  contrib- 
uting specialties.  Fee:  Discounts  for  ISMS  and  CMS  mem- 
bers. Reg.  Limit:  None.  Credit:  Category  1:  20  hours. 
Contact:  Judy  Beazley.  Phone:  (312)  670-2550  X 204. 

Branch  Day 

For:  Physicians  of  all  specialties.  Conference.  March  3, 
Peoria  Civic  Center,  Peoria.  Illinois.  Sponsor:  St.  Francis 
Medical  Center,  530  N.E.  Glen  Oak,  Peoria.  IL  61637.  Fee: 
None.  Reg.  Limit:  None.  Credit:  Category  1;  5 hours. 
Contact:  Bev  Siear.  Phone:  (309)  655-2275. 

Family  Medicine 

Perspectives  in  Primary  Care 

For:  Primary  care  physicians  and  internists.  Conference, 
March  25-26,  Champaign,  11,.  Sponsor:  University  of  Illi- 
nois College  of  Medicine-Urbana.  Fee:  $165.  Reg.  Limit: 
150.  Credit:  Category  I;  12.5  hours;  AAFP  Prescribed: 
12.5  hours.  Contact:  James  Leonard.  M.D.,  2011  Round 
Bam  Road.  Champaign,  IL  61821.  Phone:  (217)  337- 
3322. 

Hematology/Oncology/Internal  Medi- 
cine 

Advances  in  Autologous  Bone  Marrow  Transplant 
For:  Hematologists,  oncologists,  and  internists.  Lecture. 
March  19,  Marriott  Oakbrook,  Oak  Brook,  IL  Sponsor: 
University  of  Chicago,  Office  of  CME,  5841  S.  Maryland. 
Box  139,  Chicago,  IL  60637.  Fee:  $20.  Reg.  Limit:  None. 
Credit:  Category  1:  4 hours.  Contact:  Marlene  Goldberg. 
Phone:  (312)  702-1056. 

Internal  Medicine 

Early  Intervention  in  Acute  Myocardial  Infarction 
For:  Cardiologists  and  internists.  Lecture.  March  16.  Holi- 
day Plaza  Complex,  Matteson,  IL.  Sponsor:  University  of 
Chicago.  Office  of  CME,  5841  S.  Maryland,  Box  139, 
Chicago,  IL  60637.  Fee:  $65,  Reg.  Limit;  150.  Credit: 
Category  1:  6 hours.  Contact:  Marlene  Goldberg.  Phone: 
(312)  702-1056. 

Internal  Medicine  Review 

For:  Internists.  Symposia,  March  7-May  21,  St.  Louis,  MO. 
Sponsor:  Washington  University  School  of  Medicine.  Box 
8063,  660  S.  Euclid,  St.  Louis.  MO  631 10.  Fee:  $300.  Reg. 
Limit:  225.  Credit:  Category  1:  36  hours;  AAFP  Prescribed: 
36  hours;  ADA:  36  hours.  Contact:  Loretta  Giacolelto. 
Phone:  (800)  325-9862. 

Ophthalmology 

Fluorescein  Angiography  Workshop 

For:  Ophthalmologists.  Workshop.  March  11-12,  Madison, 
WI.  Sponsor:  University  of  Wisconsin-Madison.  CME  465B 
WARF  Bldg.,  610  Walnut  Street.  Madison,  Wl  53705.  Fee: 
To  be  determined.  Reg.  Limit:  35,  Credit:  Category  1:  14 
hours;  other:  University  of  Wisconsin  CEU's;  14  hours. 
Contact:  Cathy  Means.  Phone:  (608)  263-6637. 

Pathology 

Neoplastic  Lymph  Node  Pathology 

For:  Pathologists.  Seminar,  March  14,  Drake  Hotel,  Chica- 
go. Sponsor:  Chicago  Pathology  Society,  c/o  Pathology 
Dept.,  Loretto  Hospital,  645  S.  Central  Ave.,  Chicago,  IL 
60644,  and  Michael  Reese  Hospital  and  Medical  Center. 
Fee:  None.  Reg.  Limit:  None.  Credit:  Category  1:  2 hours 
for  Chicago  Pathology  Society  members  only.  Contact: 
Marshall  H.  Short,  M.D.  Phone:  (312)  626-4300.  Ext. 
5716. 


Items  for  this  calendar  must  be 
received  90  days  prior  to  the  event. 
Those  received  earlier  may  appear 
in  up  to  three  monthly  issues, 
depending  upon  the  number  of  list- 
ings received.  Only  courses  meeting 
in  Illinois  or  adjacent  states  and/or 


Psychiatry 

The  Clinical  Basis  of  Psychiatry 

For:  Psychiatrists  and  neurologists.  Lecture,  February  29- 
March  4,  Chicago.  IL.  Sponsor:  Cook  County  Graduate 
School  of  Medicine.  707  S.  Wood  Street,  Chicago.  IL 
60612.  Fee:  $690.  Reg.  Limit:  90.  Credit:  Category  1:  44 
hours.  Contact:  Robert  J.  Baker.  M.D.  Phone:  In  Illinois; 
(800)  621-4649;  outside  Illinois:  (800)  621-4651. 

Radiology 

Imaging  Modalities  in  the  Chest  and  Abdomen 
For:  Radiologists.  Symposium,  March  20-25,  Maui,  Hawaii. 
Sponsor:  Loyola  University  Stritch  School  of  Medicine, 
Division  of  CME,  2160  S.  First  Avenue.  Maywood.  IL 
60153,  Fee:  $485.  Reg.  Limit:  200.  Credit:  Category  1;  20 
hours.  Contact;  Linda  K.  Gunzburger,  Ph.D.  Phone:  (312) 
531-3236. 

Surgery 

Specialty  Review  in  General  Surgery,  Part  II 
For:  General  and  specializing  surgeons.  Lecture.  February- 
29-March  1 1.  Chicago.  IL  Sponsor:  Cook  County  Gradu- 
ate School  of  Medicine,  707  S.  Wood  Street,  Chicago,  IL 
60612.  Fee:  $880.  Reg.  Limit:  None.  Credit:  Category  1: 
103  hours.  Contact:  Robert  J.  Baker,  M.D.  Phone:  In 
Illinois;  (800)  621-4649;  outside  Illinois  (800)  621-4651. 


April 

Allergy 

Hypersensitivity  to  Penicillins  and  Cephalosporins 
For:  Interested  physicians.  Lecture,  April  18.  Holiday  Inn. 
Chicago  City  Centre.  Sponsor:  Illinois  Society  of  Allergy 
and  Clinical  Immunology,  800  E.  Northwest  Hwy..  Suite 
1080,  Palatine,  IL  60067.  Fee:  $20  (dinner).  Reg.  Limit: 
None.  Credit:  Category  1:  1 hour.  Contact:  Diane  Kubis, 
Phone;  (312)  359-3090. 

Cardiology 

Eighth  Annual  Great  Lakes  Conference  on  High  Blood 
Pressure 

For:  Interested  physicians.  Conference,  April  18-20,  Ann 
Arbor.  MI,  Sponsors:  American  Heart  Association  of 
Michigan,  P.O.  Box  160,  Lathrup  Village,  MI  48076,  and 
the  Michigan  Department  of  Public  Health.  Fee:  To  be 
determined.  Reg.  Limit:  None  Credit:  Category  1:  To  be 
determined.  Contact:  Tom  Matz.  Phone:  (313)  557-9500. 

Family  Medicine/Gynecology 

Geriatric  Gynecology  for  the  Primary  Care  Provider 
For:  Family  practitioners  and  internists.  Course.  April  16. 
Merrillville.  IN.  Sponsor:  University  of  Chicago.  Office  of 
CME,  5841  S.  Maryland,  Box  139,  Chicago,  IL  60637.  Fee: 
$25.  Reg.  Limit;  200.  Credit:  Category  1:  6 hours.  Con- 
tact: Marlene  Goldberg.  Phone:  (312)  702-1056. 

Hematology/Oncology 

Lymphoma  1988:  New  Diagnostic  and  Treatment  Strate- 
gies 

For:  Interested  physicians.  Symposium,  April  15,  St.  Louis. 
MO.  Sponsor:  Washington  University  School  of  Medicine, 
Box  8063.  660  S.  Euclid.  St.  Louis.  MO  63110.  Fee:  $20. 
Reg.  Limit:  200.  Credit:  Category  1;  6 hours;  AAFP 
Prescribed:  6 hours;  ADA:  6 hours.  Contact:  Loretta 
Giacoletto.  Phone:  (800)  325-9862. 

Internal  Medicine/Family  Medicine 

Clinical  Endocrinology  ’88 

For:  Internists  and  family  practitioners.  Lecture.  April  9, 
Hyatt  Regency  Oakbrook,  Oak  Brook,  IL.  Sponsor:  Uni- 
versity of  Chicago,  Office  of  CME,  5841  S.  Maryland,  Box 


sponsored  by  an  Illinois  organiza- 
tion, if  meeting  outside  the  state, 
will  be  published.  Please  call  or 
write  ISMS  and  request  a “Calen- 
dar Listing  Form’’  if  you  are  inter- 
ested in  publicizing  your  upcoming 
meeting  in  this  calendar. 


139,  Chicago.  IL  60637.  Fee:  To  be  determined.  Reg. 
Limit:  None.  Credit:  Category  1:  6 hours.  Contact:  Mar- 
lene Goldberg.  Phone:  (312)  702-1056. 

Neuroradiology 

1988  Neuroradiology  Review  Course 

For:  General  radiologists,  neuroradiologists,  neurosur- 
geons, neurologists,  and  residents.  Course,  April  30-May  1, 
Oakbrook  Marriott  Hotel,  Oak  Brook.  IL.  Sponsors:  Loy- 
ola University  Stritch  School  of  Medicine,  Dept,  of  CME 
and  Department  of  Radiology,  2160  S.  First  Avenue, 
Maywood.  IL  60153.  Fee:  $170  for  physicians,  $100  for 
residents.  Reg.  Limit:  None.  Credit:  Category  1:16  hours. 
Contact:  Linda  K.  Gunzburger,  Ph  D.  Phone:  (312)  531- 
3237. 

Obstetrics/Gynecology 

15ih  Annual  Symposium  on  Obstetrics  and  Gynecology 
For:  Interested  physicians.  Symposium,  April  28-29,  St. 
Louis,  MO.  Sponsor:  Washington  University  School  of 
Medicine,  Box  8063,  660  S.  Euclid,  St.  Louis,  MO  63110. 
Fee:  $200.  Reg.  Limit:  150.  Credit:  Category  1:  12  hours; 
AAFP  Prescribed:  12  hours;  ADA.  12  hours;  ACOG  cog- 
nates: 12  hours.  Contact:  Loretta  Giacoletto.  Phone:  (800) 
325-9862. 

Ophthalmology 

Advanced  Contact  Lens  Course 

For:  Ophthalmologists.  Seminar,  April  20-21,  St.  Louis, 
MO.  Sponsor:  Washington  University  School  of  Medicine, 
Box  8063,  660  S.  Euclid,  St.  Louis,  MO  63110.  Fee:  To  be 
determined.  Reg.  Limit:  150.  Credit:  Category  1:  9 hours. 
Contact:  Loretta  Giacoletto.  Phone:  (800)  325-9862. 

Otolaryngology 

Frontiers  of  Medicine:  Recent  Progress  in  Head  and  Neck 
Oncology 

For:  Otolaryngologists.  Course,  April  13,  Chicago.  Spon- 
sor: University  of  Chicago,  Office  of  CME,  5841  S.  Mary- 
land, Box  139,  Chicago,  IL  60637.  Fee:  To  be  determined. 
Reg.  Limit:  150.  Credit:  Category  1:  6 hours.  Contact: 
Marlene  Goldberg.  Phone:  (312)  702-1056. 

Pathology 

Future  Trends  in  Evaluating  Quality  of  Care 
For:  Pathologists,  Lecture,  April  1 1 , Drake  Hotel,  Chicago. 
Sponsor:  Chicago  Pathology  Society,  c/o  Loretto  Hospital, 
645  S.  Central  Ave.,  Chicago,  IL  60644,  and  Michael  Reese 
Hospital  and  Medical  Center.  Fee:  None.  Reg.  Limit:  None. 
Credit:  Category  1:  2 hours  for  Chicago  Pathology  Society 
members  only.  Contact:  Marshall  H.  Short,  M.D.  Phone: 
(312)  626-4300,  Ext.  5720. 

Rehabilitation  Medicine 

Electromyography  and  Clinical  Neurophysiology:  A High 
Intensity  Review 

For:  Electromyographers  and  senior  residents.  Course, 
April  4-7,  Chicago,  IL.  Sponsor:  Rehabilitation  Institute  of 
Chicago,  345  E.  Superior  Street,  Ste.  1641,  Chicago,  IL 
6061 1.  Fee:  $425  for  physicians;  $375  for  residents.  Reg. 
Limit:  None.  Reg.  Deadline:  March  20.  Credit:  Category  1: 
21  hours.  Contact:  Ian  MacLean,  M.D.  Phone:  (312) 
908-6098. 

Urology 

Frontiers  in  Endoscopy 

For:  Urologists.  Workshop,  April  15-16,  St.  Louis,  MO. 
Sponsor:  Washington  University  School  of  Medicine,  Box 
8063,  660  S.  Euclid,  St.  Louis,  MO  63110.  Fee:  To  be 
determined.  Reg.  Limit:  80.  Credit:  Category  1:  11  hours. 
Contact:  Loretta  Giacoletto.  Phone:  (800)  325-9862. 
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Classic  P Auto  Leasin 


• LEASE  ALL  MAKES  & MODELS  • FOREIGN  & DOMESTIC  • IMMEDIATE  DEUVERY 
• NO  MONEY  DOWN  • CASH  BACK  FOR  YOUR  TRADE  • LEASE  TO  OWN 
• REBATES  AVAILABLE  • INDIVIDUAL  & CORPORATE  LEASES 


’88  TOYOTA  4 RONNER 

«209 


PER  MONTH 


’88  FORD  TEMPO 

“All  Wheel  Drive” 


194 


PER  MONTH 


’88  JEEP  CHEROKEE  4X4 

a87 


PER  MONTH 


FREE  SECURITY  SYSTEM  INSTALLED  WITH  EVERY  LEASE-CELLULAR  CAR  PHONES  INSTALLED! 


ACGRA  INTEGRA. 

BMW  325 

BMW  735 

BGICK  LeSABRE.. 


$152 

$282 

$679 

$216 

BGICK  REGAL $184 

CADILLAC  ALLANTE $752 

CADILLAC  DeVILLE $319 

CHEVY  BERETTA $152 

CHEVY  BLAZER $166 

CHEVY  CORSICA $152 

CHEVY  CELEBRITY $167 

CHEVY  CORVETTE $389 

CHEVY  ASTROVAN $172 

CHRYS.  LEBARON  CONVT ...  $ 187 

CHRYS.  NEW  YORKER $257 

DODGE  SHADOW $146 

DODGE  CARAVAN $172 

FORDMGSTANG $147 

FORD  TAG RGS $162 

FORDTHGNDERBIRD $177 

E»ample  1986  Dodge  Caravan  60  month  closed  end  lease  5 172  lor 


FORD  BRONCO $187 

FORDAEROSTAR $172 

HONDA  ACCORD $162 

HONDA  CIVIC  CRX $147 

HONDA  PRELGDE $172 

HYGNDAI  EXCEL $ 95 

ISGZG  IMPGLSE $174 

ISGZG  TROOPER $179 

JAGGAR  XJ6 $592 

LINCOLN  TOWN  CAR $339 

LINCOLN  CONTINENTAL....  $352 

MAZDA  323 $129 

MAZDA  MX6 $162 

MAZDA  929 $257 

MERCEDES  300E $527 

MERCEDES  560SL $752 

MERCGRY  SABLE $172 

MITSGBISHI  MONTERO $ 167 

NISSAN  STANZA $142 

NISSAN  4X4 $179 

OOmos  equals  ^ 10.320  Isi  payment  and  cetur>daMe  security  deposit  ol  ^200  required  Varwsus  purchase  options  available  at  lease  termination  E*cloding  license  & taxes 


OLDS  CIERA 

PER  MONTH 

$162 

OLDS  DELTA  88 

$217 

OLDS  98  REGENCY 

$254 

PONTIAC  LeMANS 

$128 

PONTIAC  GRAND  AM 

$152 

PONTIAC  TRANS  AM 

$211 

PONTIAC  BONNEVILLE  ... 

$219 

PORSCHE  944 

$397 

PORSCHE  911 

$517 

SAAB  900 

$212 

SAAB  9000 

. $324 

STERLING 

$284 

SGBARG  DL 

$154 

SGZGKl  SAMGRAI 

$129 

TOYOTA  CELICA 

. . $172 

TOYOTA  CAMRY 

$182 

TOYOTA  SGPRA 

$287 

VOLVO  DL 

$212 

VOLVO  740 

. $287 

V.W.  JETTA 

$152 

CLASSIC 


Classic  Auto  Leasing 

AMid  America  Company 

“YOUR  PERSOriAL  LEASE  CONSaLTANTS  ” 

945-8686  • 437-8686  • 427-8686  • 416-8686 

NORTHERN  SGBORBS  NORTHWEST  SOBGRBS  DOWNTOWN  CHICAGO  OAK  BROOK  NAPERVILLE 

OPEN  SUNDAY  10am  to  2pm 


DO  YOU  WANT  TO 
PRACTICE  GOOD 
PSYCHIATRY  IN  A 
LOVELY  SETTING  WITHOUT 
ALL  THE  HASSLES? 

Come  join  a winning  team!!!! 

We  are  looking  for  clinically  experienced  and  well- 
trained  psychiatrists  to  provide  inpatient  and  after- 
care services  in  a state  financed  hospital  setting 
where  the  average  stay  is  30  days,  where  there  are 
50  new  admissions  a month,  and  where  the  usual 
census  is  180  psychiatric  patients. 

We  offer: 

1)  Excellent  salary  (up  to  $90,000  with  appro- 
priate credentials  and  experience). 

2)  Interesting  opportunity  to  practice  state- 
of-the-art  psychiatry  with  extensive  profes- 
sional and  support  staff  to  assist  and  strong 
medical  orientation  and  leadership. 

3)  Superb  fringe  benefits  including  free  Blue 
Cross-Blue  Shield  health  insurance,  free  life 
insurance,  retirement  with  State  contribu- 
tion of  150%,  deferred  compensation  pro- 
gram, liberal  vacation/holiday/sick/educa- 
tional leave,  and  a comfortable  40  hour/ 
week  schedule.  Malpractice  coverage  pro- 
vided by  the  State.  Also  residence  on 
campus  available  at  nominal  cost. 

4)  Totally  monitored  clinical  treatment  pro- 
gram including  Treatment  Progress  Scales 
(TPS),  Prescribed  Attitude  Therapy  (PAT), 
lab  monitors,  ongoing  treatment  outcome 
evaluation  with  1-year  follow-up. 

5)  Participation  in  teaching  programs  at  medi- 
cal school,  at  Regional  Center,  and  local 
college  for  Pharm  D students,  student 
nurses,  psychologists,  residents  in  psychia- 
try, externs,  psychiatric  and  dental  techs 
and  social  workers. 

6)  Two  college  town  in  lovely  mid-Nebraska 
setting.  Housing  and  cost  of  living  consider- 
ably below  the  national  average. 

Write  or  call  to: 

Werner  M.  Mendel,  M.D, 

Clinical  Director  and  Clinical  Professor 
Hastings  Regional  Center 
Hastings,  NE  68901 
Telephone:  (402)  463-2471 

Come  see  for  yourself,  visit  us  at  our  expense. 

WE  ARE  AN  EQUAL  OPPORTUNITY  EMPLOYER 


YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5,4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  Is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon » is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient’s  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.'  '2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.^  ^ 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. ' '3.4  i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  V2  tablet  3 
times  a day,  followed  by  gradual  Increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100's  NOC  53159-001-01  and  1000's  NDC 
53159-001-10. 

References: 

1.  A,  Morales  et  al..  New  England  Journal  of  Medi- 
cine: 1221 . November  12, 1981 . 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed  , p.  176-188. 

McMillan  December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 

1983. 

4.  A.  Morales  etal.,  The  Journal  of  Urology  128: 

45-47, 1982, 

Rev.  1/85 


AVAILABLE  EXCLUSIVELY  FROM 


PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
Outside  NJ  1-800-237-9083 
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CLASSIFIED  ADVERTISING 
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POSITIONS  AND  PRACTICE 

WELL  ESTABLISHED  PRACTICE  general  sur- 
gery and  general  practice  looking  for  asso- 
ciate who  will  buy  within  six  months  to  one 
year  or  right  now.  40  miles  from  Chicago. 
Twenty  years  established  practice,  excellent 
income.  Substantial  income  from  hospital  on 
trauma  call.  Reply  to  Box  2061,  c/o  Illinois 
Medical  Journal,  Twenty  North  Michigan 
Avenue,  Suite  700,  Chicago,  If.  60602. 

ARIZONA-BASED  Physician  Recruiting  firm 
has  urgent  requirements  coast-to-coast  for 
BC/BE  psychiatrists.  Excellent  hospital- 
sponsored  solo  and  group  practice  opportu- 
nities. “Quality  Physicians  for  Quality  Cli- 
ents since  1972.”  All  inquiries  confidential. 
Call  (602)  990-8080;  or  send  C.V.  to:  Mitch- 
ell & Associates,  Inc,  P.O.  Box  1804,  Scotts- 
dale, AZ  85252. 

ARIZONA-BASED  Physician  recruitment 
firm  has  quality  opportunities  coast  to  coast. 
Available  positions  in  most  primary  care  and 
surgical  specialties  to  include  OB/C.YN, 
orthopedics,  ER,  and  ENT.  “Quality  Physi- 
cians for  Quality  Clients  since  1972.”  Call 
(602)  990-8080;  or  send  CV  to:  Mitchell  &: 
Associates,  Inc.,  PO  Box  1804,  Scottsdale, 
AZ  85252. 

ILLINOIS  ACADEMY  of  Eamily  Physicians 
has  available  an  opportunity  service  for  its 
members  to  use.  lAFP  has  detailed  informa- 
tion concerning  over  150  opportunities  of 
different  types  throughout  the  state.  To 
receive  complete  information,  mail  your 
C.V.  to  lAEP— 1200  Harger  Road,  Suite 
722,  Oak  Brook,  IE  60521. 

ARIZONA-BASED  Physician  Recruiting  hrm 
has  opportunities  coast-to-coast.  “Quality 
Physicians  for  Quality  Clients  since  1972.” 
Call  (602)  990-8080;  or  send  C.V.  to:  Mitch- 


ell & Associates,  Inc.,  P.O.  Box  1804, 
Scottsdale,  AZ  85252. 

PRIMARY  CARE  PHYSICIANS — Arizona 
based  physician  recruitment  firm  has  various 
opportunities  for  BC/BE  internists,  EP’s, 
and  pediatricians  coast-to-coast.  Eor  further 
information,  contact  Mitch  Young  at  (602) 
990-8080;  or  send  C.V.  to;  Mitchell  & Asso- 
ciates, Inc.,  P.O.  Box  1804,  Scottsdale,  AZ 
85252. 

TWENTY-NINE  PHYSICIAN  multispecialty 
clinic  located  in  desirable  east  central  Wis- 
consin location  is  seeking  board  certified  or 
board  qualified  orthopedic  surgeon  to  round 
out  its  services.  Lab,  x-ray,  excellent  hospi- 
tal. Liberal  guarantee  and  benefits.  If  inter- 
ested contact  D.  E.  Sweet,  M.D.,  Fond  du 
Lac  Clinic,  S.C.,  80  Sheboygan  Street,  Fond 
du  Eac,  Wisconsin  54935. 

EMERGENCY  MEDICINE,  Eor  emergency 
physician  who  possesses  excellent  clinical 
and  trauma  skills  within  a group  of  7 emer- 
gency room  physicians  located  in  beautiful 
northwest  Wisconsin  area.  Please  send  C.V. 
to:  M.  A.  Jaghlit,  M.D.,  900  W.  Clairemont 
Ave.,  Eau  Claire,  WI  54701;  or  call  (715) 
839-4404. 

FAMILY  PRACTICE,  GENERAL  INTERNIST, 

ENT  & Pediatrician — needed  for  two-hospi- 
tal, historic  river  town  of  20,000.  Drawing 
area  of  approximately  60,000  with  new 
19,000  acre  recreational  lake.  Unlimited 
potential.  Contact  Carol  Murphy,  Physician 
Recruitment,  623  Broadway,  Hannibal,  MO 
63401,  or  call  314-221-3107. 

FAMILY  PHYSICIAN  for  established  south 
suburban  Chicago  group  practice  clinic.  BE/ 
BC.  .Salary  guarantee  with  incentive  and 
benefit  package.  Reply  to  Box  ^2090,  c/o 
Illinois  Medical  Journal,  Twenty  North  Michi- 
gan Avenue,  Suite  700,  Chicago,  IE  60602. 


OB/GYN,  BOARD  CERTIFIED  or  eligible,  to 
join  bighiv  progressive,  rapidly  growing 
practice.  Normal  and  high  risk  obstetrics 
emphasized  along  with  highest  levels  of 
infertility  care  (microsurgery,  GIFT,  IV'F, 
Laparoscopic  Laser  Surgery),  as  well  as 
extensive  gynecology  and  surgerv  practice. 
Easy  lake  country  or  Milwaukee  suburban 
living.  Salary  and  guarantees  to  meet  your 
needs  with  opportunity  for  partnership  in 
one  year.  Available  |uly,  1988,  or  earlier. 
Contact  Matt  Meyer,  M.D.,  Women’s  Health 
Care,  S.C. /Milwaukee  Regional  Eertility 
Center,  426  W.  Main  Street,  Waukesha,  Wis- 
consin 53186,  414-549-1333. 

FAMILY  PHYSICIAN— Well  equipped  48- 
bed  rural  JCAH  accredited  hospital  is  look- 
ing for  a family  physician  to  round  out  their 
medical  staff.  Modern  furnished  five  room 
clinic  located  on  hospital  grounds  provided, 
l.ucrative  financial  package  including  guar- 
antee for  initial  period.  L’nbelievahle  income 
potential.  The  hospital  is  located  in  south- 
eastern Illinois  in  the  midst  of  the  Shawnee 
National  Forest.  Excellent  area  for  fishing, 
hunting,  boating,  etc.  Contact  Roby  Wil- 
liams, Administrator,  Hardin  County  Gener- 
al Hospital,  P.  O.  Box  2467,  Rosiclare,  IE. 
62982.  Telephone— (618)  285-6634. 

INDIANA — Prosperous  residential  commu- 
nity in  northern  Indiana  is  seeking  a derma- 
tologist. Twenty-three  physician  group  look- 
ing to  add  a second  dermatologist  to  a 
rapidly  growing  practice.  Excellent  academic 
affiliation  with  the  LIniversity  of  Notre  Dame 
located  nearby.  Contact:  Jean  Ecos,  250 
Regency  Ct.,  Waukesha,  WI  53186,  414- 
785-6500  (collect). 

WISCONSIN— MILWAUKEE— opportunity 
exists  with  30-physician  multispecialty  group 
in  suburban  Milwaukee.  Wisconsin/South 
Central — fifty-five  physician  multispecialty 
group  seeking  third  full-time  pediatrician. 
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Both  opportunities  offer  an  excellent  com- 
pensation package  with  incentives.  Contact: 
Jean  L.  Ecos,  250  Regency  Ct.,  Waukesha, 
WI  53186  or  call  1-800/338-7170. 

ADDITIONAL  INTERNIST  needed  for  suc- 
cessful, growing  group  practice  in  north 
central  Indiana,  close  to  Chicago  and  India- 
napolis. Excellent  compensation  and  bene- 
hts  package  are  being  offered.  For  more 
information,  call  Robert  A.  Douglas,  M.D., 
1-800-327-1585. 

PEDIATRICIAN  WANTED  to  establish  prac- 
tice in  NW  Illinois  city  of  17,000,  service 
area  60,000  + . Space  available  in  fully- 
equipped  office  1 block  from  hospital  with 
new  peds.  unit  and  level  II  nursery.  100%  of 
collections,  no  buy-in.  Office  rent  negotia- 
ble. 1-2  hours  from  Chicago,  other  large 
cities.  For  more  information  or  to  schedule 
visit,  write  S.  Baumwell,  M.D.,  202  W.  Miller 
Road,  Sterling,  IL  61081  or  call  collect  (815) 
626-9660. 

GENERAL  PRACTICE  OPPORTUNITY  For 

Illinois  licensed  physician  with  own  malprac- 
tice insurance  for  busy  clinic  on  west  side  of 
Chicago.  Telephone:  (815)  933-1900. 

$145,000.00  INCOME  Family  practice 
group  aggressively  seeking  fourth  physician 
for  their  group.  Contact  Wiltfang-Paulson 
Clinic,  1129  Spencer  Street,  Grinnell,  Iowa 
50112.  Phone:  (515)  236-3163. 

INTERNAL  MEDICINE  — DECATUR— 

95,000  population  near  Springfield  and 
Champaign;  350-bed  hospital,  21 -bed  ICU; 
new  medical  office  complex;  private  practice 
with  call  sharing  available;  excellent  financial 
incentives  provided;  Contact:  Phil  Kelbe, 
Fox  Hill  Associates,  250  Regency,  Wauke- 
sha, WI  53186;  1-800-338-7107. 

ILLINOIS— FP:  Quiet  central  Illinois  com- 
munity urgently  needs  the  services  of  a fam- 
ily practitioner.  Staff  privileges  at  hospital 
with  many  state-of-the-art  advantages.  Inter- 
view and  relocation  expenses,  plus  realistic 
first  year  income  available.  For  additional 
information,  call  or  send  CV  to  Jim  Murphy, 
Spectrum  Search,  P.O.  Box  27352,  St.  Lou- 
is, MO  63141;  1-800-237-6906;  314-878- 
2280. 

GREEN  BAY,  WISCONSIN— 28  physician 
multi-specialty  group  seeking  BC/BE  physi- 
cians in  the  following  specialties:  family  prac- 
tice, pulmonology,  pediatrics,  ENT  and  anes- 
thesiology. Green  Bay  is  a progressive  com- 
munity with  an  easy  lifestyle,  ample  outdoor 
activities,  excellent  schools  and  cultural 
activities.  The  Clinic  offers  competitive  sala- 
ry and  excellent  fringe  benefits.  Please  send 
CV  to:  P.  M.  Kindrachuk,  Administrator, 
West  Side  Clinic,  S.C.,  Post  Office  Box 
19070,  Green  Bay,  WI  54307-9070. 

PHYSICIANS  NEEDED  for  medical  practice 
opportunities  in  the  Midwest  and  western 
United  States.  Thirty  attractive  locations  to 
choose  from  in  metropolitan  and  rural  areas. 
All  with  excellent  salary  and  benefits.  We  will 
match  your  personal  and  professional  needs 
with  the  right  practice  opportunity.  Contact 
a physician  placement  specialist  at  The  Cen- 


ter for  Rural  Health,  501  Columbia  Road, 
Grand  Forks,  ND  58201,  or  call  (701)  777- 
3262  collect. 

PSYCHIATRISTS  NEEDED  academic  and 
clinical  positions  available  with  a salary  range 
from  $80,000  to  $100,000+  in  Fargo, 
North  Dakota,  metropolitan  area  of  140,000 
with  two  state  universities  and  one  liberal 
arts  college.  Contact  a physician  placement 
specialist  today  at  The  Center  for  Rural 
Health,  501  Columbia  Road,  Grand  Forks, 
ND  58201,  or  call  (701)  777-3262  collect. 

IMMEDIATE  OPENING  full-time  emergency 
physician  at  trauma  center  southwest  of  Chi- 
cago. Considerable  exposure  to  acute  trau- 
ma. Remuneration  exceeding  six  figures. 
Must  be  board  certified  in  emergency  medi- 
cine with  three/four  years  experience  in 
emergency  medicine.  Contact  W.L.  Gordon 
(815)  744-2800. 

ASSOCIATE  MEDICAL  DIRECTOR  Excellent 
opportunity  for  board  certified  internist, 
family  practitioners  to  join  the  medical 
department  of  a large  utilization  and  case 
management  corporation.  The  company  spe- 
cializes in  remote  utilization  review,  and  in 
managed  medical  care  for  corporate  and 
insurance  carrier  clients  coast-to-coast. 
There  will  be  an  opportunity  to  work  with 
physicians  and  develop  treatment  plans  and 
alternate  treatment  sites  for  patients. 
Opportunities  for  input  into  corporate  pro- 
grams and  strategic  planning  exist.  Utiliza- 
tion review  experience  is  preferred  but  not 
necessary.  Specialty  board  certification  is 
required.  Respond  to:  Director,  Medical 
Department,  3200  S.  Highland  Ave.,  Down- 
ers Grove,  IL  60515-1223. 

GENERAL  SURGEON:  Medium-sized  acute 
care  hospital  level  one  trauma  center,  lo- 
cated in  northern  Illinois,  seeks  general  sur- 
geon and  surgery  residents,  minimum  4 
years  residency  training,  for  in-house  surgi- 
cal coverage.  Flexible  scheduling  primarily 
weekends.  Competitive  salary.  Send  CV  to: 
Box  2099  c/o  Illinois  Medical  Journal,  Twen- 
ty North  Michigan  Avenue,  Suite  700,  Chica- 
go, IL  60602. 

LICENSED  PRIMARY  CARE  PHYSICIAN  for 

full-time  position  as  director,  utilization 
review  in  progressive  midsized  Chicago 
teaching  hospital.  UR  experience  preferred. 
Excellent  salary  and  benefits  package.  Send 
CV  to  Box  2097,  c/o  Illinois  Medical  Journal, 
Twenty  North  Michigan  Avenue,  Suite  700, 
Chicago,  IL  60602. 

FAMILY  PRACTICE.  Marshfield  Clinic 
department  of  family  medicine  has  an  oppor- 
tunity for  a BE/BC  Family  Practice  Specialist 
to  Join  its  six  member  group.  This  position 
offers  a high  quality  fulfilling  practice  with 
both  in-patient  and  out-patient  responsibili- 
ties. This  physician  would  enjoy  the  support 
of  one  of  the  nation’s  largest  multi-specialty 
groups.  Unique  rural  setting,  excellent  sala- 
ry, plus  extensive  fringe  benefits.  Reply  with 
CV.  Steven  M.  Fontanini,  D.O.,  Chairman, 
Department  of  Family  Practice,  Marshfield 
Clinic,  1000  North  Oak  Avenue,  Marshfield, 
WI  54449,  or  call  collect  (715)  387-5168. 


FAMILY  PRACTICE  Unique  opportunity  in 
outpatient  family  medicine.  Marshfield  Clin- 
ic is  seeking  a board  certified/eligible  family 
practitioner  to  Join  its  expanding  center  in 
Mosinee,  Wisconsin.  The  center  is  currently 
staffed  by  three  family  practitioners  and  a 
physician’s  assistant.  Full  specialty  consulta- 
tion is  readily  available.  Emphasis  on  quality 
lifestyle  is  combined  with  excellent  compen- 
sation and  fringe  benefits.  Send  curriculum 
vitae  and  references  to  Richard  G.  Nash, 
M.D.,  607  13th  Street,  Mosinee,  WI  54455, 
or  call  collect  to  (715)  693-671  1. 

WANTED  M.D.  Small  town  practice  with 
great  potential.  Fully  equipped  3000  sq.  ft. 
facility  within  40  miles  of  Peoria,  Illinois.  For 
further  information,  send  resume  to  Box 
2098,  c/o  Illinois  Medical  Journal,  Twenty 
North  Michigan  Avenue,  Suite  700,  Chicago, 
IL  60602. 

MEDICAL  ONCOLOGIST:  Central  Wisconsin 
community  of  50K  needs  aggressive  board 
eligible/board  certified  physician  with  entre- 
preneurial skills  to  develop  market  of  200K 
with  one  other  medical  oncologist.  Compen- 
sation/benefits package  with  minimum  salary 
of  $130K  plus  100%  of  collections  after 
expenses  and  office  space.  Contact  Bob 
Sweat.  Tyler  & Company,  9040  Roswell  Rd, 
Atlanta,  GA  30350.  Call  (404)  641-6411. 

MEDICAL  & SURGICAL  SUBSPECIALISTS 

Wanted  for  occupancy  of  established  medi- 
cal building  in  Wheeling  (NW  suburb).  Der- 
matologist and  ENT  especially  desired,  but 
interested  in  others,  for  information  or 
appointment  call  Mr.  Steres  (312)  537- 
5500. 

FAMILY  MEDICINE — Outstanding,  diversi- 
fied family  practice  opportunity  in  attractive 
riverfront  community  offering  the  support 
and  resources  of  a major  group  with  the 
autonomy  of  private  practice.  Competitive 
salary  with  productivity  bonus  and  extensive 
benefits  package  along  with  paid  interview 
and  relocation  expenses.  Call  Robert  A. 
Douglas,  M.D.  1-800-327-1585. 

FAMILY/GENERAL  PRACTICE— M.D./ 
D.O.  physician  preferably  B.C./B.E.  needed 
to  Join  two  physicians  in  busy  practice  in 
central  Illinois,  rural  community.  Terms  for 
salary  or  guarantee  negotiable.  Write  to  Box 
2094,  c/o  Illinois  Medical  Journal,  Twenty 
North  Michigan  Avenue,  Suite  700,  Chicago, 
IL  60602. 

UNOPPOSED  PRACTICE  OPPORTUNITY  for 

rheumatologist,  board  eligible  or  board  cer- 
tified to  associate  with  ABIM  internist  in 
expanding  medical  practice,  competitive  sal- 
ary guaranteed  with  incentive  formula,  full 
partnership  at  the  end  of  one  calendar  year. 
Two  400  bed  hospitals  in  city  of  100,000 
drawing  area  150,000.  Midwest.  Start  July, 
1988,  or  earlier.  Send  CV  and  inquiries  to 
Box  2095,  c/o  Illinois  Medical  Journal,  Twen- 
ty North  Michigan  Avenue,  Suite  700,  Chica- 
go, IL  60602. 

INTERNIST,  BC/BE  tojoin  ABIM  internist  in 
expanding  practice,  competitive  salary  guar- 
anteed with  incentive  formula,  full  partner- 
ship at  end  of  one  calender  year.  Midwest. 
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Send  CV  and  iiujuirics  to  Box  2096,  c/o 
Illinois  Medical  Journal,  Twenty  North  Michi- 
gan Avenue,  Suite  700,  Chicago,  11,  60602. 

FAMILY  PRACTICE  POSITION  Family  prac- 
tice physician  to  join  established,  progressive 
north  suburban  grtmp  located  in  growing 
Lake  County,  Illinois.  This  position  offers  a 
competitive  financial  package  with  a guaran- 
teed salary,  paid  malpractice,  health  insur- 
ance, liberal  time  ofi.  Excellent  call  schedule. 
Obstetrics  not  essential.  Contact  Susan 
Bookman  (SI 2)  367-7340. 


SITUATIONS  WANTED 


MEDICAL  ASSISTANTS,  Medical  Doctors, 
medical  secretary/receptionist,  office  man- 
ager/bookkeeper, insurance  biller,  laborato- 
ry/x-ray  technicians  for  Chicago  and  sub- 
urbs. Call  American  Medical  Personnel,  Ms. 
Christy  at  (312)  337-4221. 

BOARD-CERTIFIED  OB/GYN  seeking  part- 
time  positions.  Please  reply  to  Box  <**2047, 
c/o  Illinois  Medical  Journal,  Twenty  North 
Michigan  Avenue,  Suite  700,  Chicago,  IL 
60602. 

CERTIFIED  FAMILY-PRACTITIONER  seeking 
part-time  position.  Reply  to  Box  ^*^2048,  c/o 
Illinois  Medical  Journal,  Twenty  North  Michi- 
gan Avenue,  Suite  700,  Chicago,  IL  60602. 


FOR  SALE,  LEASE  OR  RENT 

FAMILY  PRACTICE  for  sale.  25  years  old. 
City  of  12,000  ten  miles  from  St,  Louis, 
Missouri.  No  OB.  Grossing  $360,000.00 
yearly.  Price-  one  year  net  income.  Reply  to 
Box  <**2073,  c/o  Illinois  Medical  Journal, 
Twenty  North  Michigan  Avenue,  Suite  700, 
Chicago,  IL  60602. 

FOR  SALE:  Medical  building  Harlem/Bel- 
mont. 6 yrs  new.  Nets  $100,000.  Park  40 
cars.  No  money  down.  Call  Mr.  Eisenberg 
Baldwin  & Associates  (312)  472-3800. 

MODERN  3 BEDROOM  tri-level  residence, 
with  living  room,  family  room-kitchen  area, 
located  on  65  acres  outside  Centralia,  Illi- 
nois. The  acreage  is  improved  with  stables, 
feed  lot,  metal  outbuildings,  fenced  pasture 
and  pond.  Some  of  the  remaining  acreage  is 
in  cultivation.  Three  miles  or  less  from 
schools,  churches,  hospital  and  shopping. 
Excellent  opportunity  for  horse  farm  enthu- 
siast. Please  contact  either  (618)-532-7426 
by  telephone  or  P.O.  Box  179,  Mascoutah, 
IL  62258,  in  writing  for  further  information 
or  appointment  to  visit  this  real  estate. 

FOR  SALE — well  established  general  prac- 
tice located  in  twin  cities  of  central  Illinois 
with  universities  in  each.  Excellent  opportu- 
nity for  young  physician  interested  in  prima- 
ry care  medicine.  Expect  population  increase 
with  new  auto  plant.  Reply  to  Box  2091 , c/o 


the  Illinois  Medical  Journal,  Twenty  North 
Michigan  Avc.,  Suite  700,  Chicago,  IL 
60602. 

FAMILY  PRACTICE/INTERNAL  medicine. 
Well  established  and  fully  equipped  medical 
office  building  and  practice  available  imme- 
diately for  sale,  contract  or  rent  in  western 
Illinois  community — population  15,000. 
Excellent  family  community.  Terms  negotia- 
ble. GPs  welcome.  Reply  to  Box  ^2001, 
c/o  Illinois  Medical  Journal,  Twenty  North 
Michigan  Avenue,  Suite  700,  Chicago,  IL 
60602. 

USED  MEDICAL  EQUIPMENT.  Examination 
tables,  EKG,  ophthalmoscope,  otoscopes, 
copy  machine,  audiometer  and  many  small 
items.  Call  (217)932-4425. 

FOR  SALE:  GE  Dataline  Ultrasound  (1983) 
in  mint  condition.  $6000  or  best  offer.  Call 
(815)  758-8622. 

MEDICAL  EQUIPMENT  for  sale/lease.  New 
and  used  exam  room  furniture,  EKG’s, 
hyfracators,  scales,  diagnostic  equipment, 
stretchers,  more.  Trade-ins  accepted.  Deliv- 
ery available.  800-553-8367. 

FOR  RENT — Build  your  practice  in  a rapidly 
expanding  affluent  community.  New  ultra 
modern  medical  dental  center  located  at  550 
East  Boughton  Road,  Bolingbrook.  Well 
equipped,  comfortable  medical  suites  with 
many  amenities.  We  will  arrange  space  to 
meet  your  requirements.  Large  illuminated 
and  landscaped  parking  area.  Eor  more 
information,  call  Stetson  Realty  Capital  at 
(312)  571-6760. 

SCOTTSDALE  ARIZONA  Eamily  physician 
retiring  after  seventeen  years.  Eully 
equipped  1400  square  foot  free  standing 
building.  Gross  income  $323, 000/year 
(1982-1986).  Ideal  climate  in  one  of  the 
most  beautiful  cities  in  America.  Write  to: 
James  S.  Beck,  M.D.,  8531  E.  San  Miguel, 
Scottsdale,  Arizona  85253. 

$38,000  for  established  southside  mostly 
public  aid  family  practice  near  Jackson  Park 
Hospital.  Rent  $300/month.  Call  A.  Polussa, 
M.D.  (312)  843-3300. 

WELL  ESTABLISHED  PRACTICE  Joliet  area 
is  for  sale  starting  April  1,  1988.  General 
medicine,  allergies.  Area  code  815-727- 
4621. 


MISCELLANEOUS 

DISCOUNT  HOLTER  SCANNING  Services 
starting  at  $35.00.  Spacelabs  bolter  recorder 
(cassette)  available  from  $1275.00.  Cardio- 
nostic  bolter  recorder  (cassette)  available 
from  $995.00.  Smallest  and  lightest  bolters 
update.  Past  service  (24-48  hrs  turn  over). 
Hookup  kits  starting  at  $4.95.  Special  intro- 
ductory offer  of  three  free  tests  with  any 
purchase  or  lease  of  the  recorder.  Cardiolo- 
gist overread  available  for  $15.00.  If  inter- 
ested call  1-800-248-0153. 


MEDICAL  TRANSCRIPTION:  Eedcral  disabil- 
ity letters,  consultations,  progress  notes;  24 
hour  toll-free  phone-in  dictation  service;  fast 
turn-around  time;  fee  per  line.  Certified 
Medical  Transcriptionists  (AAMT),  qualified 
in  all  specialties.  Hagedorn  Secretarial  Ser- 
vice, Inc.,  “Specialists  in  medical  transcrip- 
tion”; (312)296-0034. 

FOR  PHYSICIANS  and  residents:  Unsecured 
signature  loans  $5,0()0-$60,000.  No  points 
or  fees.  Competitive  rates-level  payments. 
Up  to  six  years  to  repay.  Deferred  principle 
option,  confidential-rapid  processing.  For 
information  and  application  call  toll-free 
(800)331-4952,  MediVersal  Dept.  114;  or 
MediFinancial  Services  (512)  836-9126, 
Harper. 

MANUSCRIPT  PREPARATION  for  medical 
journal  publication  to  include  word  process- 
ing, meticulous  proofreading  and  editing  by 
AAMT  certified  medical  transcriptionist. 
Call  RK  Young  (312)  830-9454. 

RESIDENTS:  Receive  additional  income 
through  the  Army  Reserve  Stipend  Support 
Program.  Available  for  selected  residents  in 
anesthesiology,  gen.  surgery,  and  orthope- 
dics programs.  For  additional  information 
call  (312)  433-0365. 

STUDENT  LOAN  REPAYMENT:  Repay  up  to 
$20,000.00  in  secured  educational  loans 
through  participation  with  the  Army 
Reserve.  For  physicians  who  meet  require- 
ments for  the  boards  in  anesthesiology, 
ortho.,  neurosurgery,  gen.  surgery,  thorac- 
ics,  ENT,  or  emg.  medicine.  Call  (312)  433- 
0365  for  more  details. 

HEALTH  CARE  PERSONNEL  CONSULTING, 

Inc.,  a division  of  The  Health  Care  Group, 
specializes  in  valuation  and  sales.  We  have 
practices  currently  available  in  the  following 
specialty  areas:  dental,  dermatology,  family 
practice,  internal  medicine  and  ophthalmol- 
ogy. For  more  information  regarding  selling 
or  buying  a medical  practice,  contact  our 
brokerage  division  at  Health  Care  Personnel 
Consulting,  Inc.,  Meetinghouse  Business 
Center,  140  West  Germantown  Pike,  Suite 
200,  Plymouth  Meeting,  PA  19462;  or  call 
(215)  828-0919. 

1988  CME  CRUISE/CONFERENCES  on 

medicolegal  issues  & risk  managment — 
Caribbean,  Mexico,  Alaska,  China/Orient, 
Europe,  New  England/Canada,  Trans  Pana- 
ma Canal,  South  Pacific.  Approved  for  24-28 
CME  Cat.  1 Credits  (AMA/PRA)  and  AAFP 
prescribed  credits.  Distinguished  lecturers. 
Excellent  group  rates  on  finest  ships.  Regis- 
tration limited.  Pre-scheduled  in  compliance 
with  IRS  requirements.  Information:  Inter- 
national Conferences,  189  Lodge  Ave.,  Hun- 
tington Station,  NY  11746.  (516)  549- 
0869. 

THINKING  ABOUT  SELLING  YOUR  PRAC- 
TICE? We  have  the  buyers  and  will  be  happy 
to  arrange  an  initial  private  meeting  at  no 
cost  or  obligation  to  you.  Primarily  interest- 
ed in  St.  Clair,  Madison,  and  other  counties 
near  St.  Louis  and/or  southern  Illinois.  The 
Medical  Marketplace  (314)  997-0535. 
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Physician  Games 
Date  Correction 


Revise  your  calendars  now  for  the  1988  Physician 
Games!  Corrected  dates  for  the  fourth  ISMS  Physi- 
cian Games  will  be  Friday  and  Saturday,  June  24-25, 
1 988  at  the  beautiful  new  Oakbrook  Hills  Resort  in 
Oakbrook,  Illinois.  This  year’s  games  will  include  a 
half-day  clinical  program  on  cholesterol;  a series  of 
individual  sporting  competitions  in  tennis,  racquet- 
ball,  golf  and  running;  a resident  and  student  team 
competition  in  basketball  and  volleyball;  and  the 
annual  awards  banquet  featuring  dinner,  dancing 
and  a celebrity  sports  speaker. 

For  further  information  on  these  new  dates, 
contact  the  ISMS  Division  of  Educational  and 'Med- 
ical Services  at  312/782-1654.  i 


OVERSEAS  OPPORTUNITIES 

New  Private  Hospitals  in  Riyadh  and  Jeddah,  Saudi 
Arabia  are  recruiting  physicians,  dentists  and  administra- 
tors for  1-2  year  and  three  month  appointments. 


Positions  available  include; 


General  Internist 

Pediatrics 

General  Surgery 

Obstetrics/Gynecology 

Anesthesiology 

Cardiology 

Dermatology 

Endochrinology 

Neurology 

Neurosurgery 


Ophthalmology 

Orthopedics 

Psychiatry 

Urology 

Medical  Director 
General  Dentistry 
Orthodenture 
Physiatry 
Hospital  Director 
Director  of  Nurses 


Excellent  compensation  and  benefits  including  free 
housing,  school  tuition  for  children  and  major  tax 
savings  for  one  year  and  over  appointments.  Minimum 
of  three  years  professional  experience  required. 


Send  resume  or  call: 


Roger  Bennett  or  Peter  House 
701  Dexter  N.  #306 
Seattle,  WA  98109 
206-286-1334 
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Graffiti 


'Graffiti  is  exuberant  frustration 
Imade  visual.  It  is  many  other  things 
as  well.  Graffiti  is  a destructive  nui- 
'sance.  It  causes  chagrin  and  disap- 
Ipointment,  perhaps  because  it  is 
so  . . . uncivilized.  It  has  been  found 
scratched  on  Egyptian  tombs  and 
pyramids,  Greek  and  Roman  build- 
ings and  even  in  the  catacombs.  It 
covers  a lot  of  New  York  City — 
especially  buses  and  subways. 

We  have  all  done  it  as  young 


ipeople.  A heart  and  initials  on  a 
jtree,  a sketch  on  a wall,  a rude 
linscription  or  a “Kilroy  Was  Here.” 
It  is  a part  of  being  human. 

In  this  issue  we  consider  teen 
health  issues  and  the  exuberant 
‘frustration  from  which  so  many 
problems  that  affect  teenagers 
arise.  Adolescents  are  the  only  age 
'group  in  which  the  mortality  rate 
has  risen  in  the  past  25  years.  Vio- 
lence in  its  many  guises  is  the  lead- 
ing cause.  Accidents,  suicides  and 
homicides  rise  out  of  unacceptable 
risk-taking  and  feelings  of  immor- 
tality and  invincibility.  Cautionary 
'behavior  is  perceived  as  being 
“chicken.”  Refusal  to  conform  is 
isuspect  and  peers  are  pressured  to 
|“go  along — everybody’s  doing  it.” 


Driving  too  fast,  drinking  too  much, 
jumping  too  far,  doing  “wheelies” 
and  skating  too  near  the  edge  of 
likely  injury  result  in  frequent  vio- 
lent death  or  injury. 

How  to  help?  Peer  pressure  is  a 
potent  means  that  teens  themselves 
use  to  change  behavior  of  their 
friends  and  each  other.  SADD  (Stu- 
dents Against  Drunk  Driving)  and 
In-Touch  antidrug  chapters  in  our 
high  schools  are  examples  of  effec- 


tive peer  pressure.  As  parents  and 
physicians,  we  can  help. 

We  deliver  driver  education  at 
home  and  school.  We  make  sure 
they  know  how  a car  works  and  how 
to  drive  by  the  rules  of  the  road  and 
what  happens  if  you  break  them. 
Similarly,  we  must  make  sure  that 
teens  know  the  facts  of  modern  life. 
They  must  have  sex  education  that 
is  complete,  accurate  and  appropri- 
ate. 

The  stress  of  realizing  that  they 


cannot  achieve  their  goals  and  those 
of  their  parents  and  society  is  very 
frustrating.  All  of  us  place  burdens 
on  the  backs  of  our  children  that 
many  of  them  cannot  bear.  Let’s 
help  lighten  them.  Let  children  be 
children.  When  it’s  time  to  grow  up, 
we  must  make  sure  that  they  have 
the  knowledge  to  fulfill  their 
responsibilities  as  adults  and  the 
sure  conviction  that  if  they  do  not, 
they  must  pay  for  it. 

This  issue  takes  a broad-brush 
approach,  much  like  that  our  teens 
use  to  communicate  their  problems 
with  us.  Child  abuse,  teen  pregnan- 
cy, sexually  transmitted  disease, 
substance  abuse  and  teen  suicide 
are  discussed  briefly,  in  snapshot 
glimpses.  These  elements  have  a 
synergistic  effect  when  they  com- 
bine to  influence  teen  develop- 
ment. 

I hope  this  issue  of  the  Journal 
helps  you  when  you  work  as  a physi- 
cian, a parent  and  a member  of  the 
community  to  see  our  teens  safely 
through  a difficult  time. 

If  we  must  live  with  graffiti  let’s 
hope  our  efforts  make  it  reflect  less 
frustration  and  more  exuberance 
and  pride.  i 


//!•  D, 


Edward  J.  Eesco,  M.D. 

President 


All  of  us  place  burdens  on  the  backs  of  our 
children  that  many  of  them  cannot  bear.  Let's 
help  lighten  them.  Let  children  be  children. 

r 
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THE  VIEWBOX 

Contributing  Editor  Terrence  C.  Demos,  M.D.,  Proeessorof  Radiology,  Department  of  Radiology, 
Loyola  University  Stritch  School  of  Medicine 

This  month's  Viewbox  was  contributed  by  Kenneth  Baliga,  M.D.,  department  of  radiology,  Rockford  Memorial 
Hospital,  Rockford,  Illinois. 


This  13-year-old  boy  has  a history  of  seizures  and  an  abnormal 
computed  tomography  study  of  the  brain.  (Figure  1)  During  evaluation  in 
a genetics  clinic  a baseline  ultrasound  study  of  the  kidneys  was 
performed.  Both  kidneys  demonstrated  multiple  small  cysts.  (Figure  2) 
Kidney  size  was  normal. 


Your  diagnosis? 

1 . Infantile  polycystic  disease 

2.  Tuberous  sclerosis 

3.  Adult  polycystic  disease 

4.  Medullary  cystic  disease 


(continued  on  page  210) 


Figure  1 

Brain  CT  shows  multiple  round  peri- 
ventricular calcifications. 


Figure  2 

Renal  sonogram — longitudinal  section  of  the  right  kidney  (large  arrows).  Small 
arrows  indicate  multiple  cysts.  There  were  cysts  of  the  left  kidney  also. 
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Before  preterlbing,  tee  eomplete  prescribing 
Information  In  SKBF  LAB  CO.  literature  or  POR. 
The  following  It  a brief  summary. 
Contraindications!  There  are  no  known  contraindi- 
cations to  the  use  of  Tagamet 

Precautions:  While  a weak  antlandrogenic  effect 
has  been  demonstrated  In  animals,  'Tagamet'  has 
been  shown  to  have  no  effect  on  spermatogenesis, 
sperm  count,  motility,  morphology  or  In  vitro  fertilis- 
ing capacity  In  humans. 

In  a 24-month  toxicity  study  In  rats  at  dose  levels  ap- 
proximately 9 to  56  times  the  recommended  human 
dose,  benign  Leydig  cell  tumors  were  seen.  These 
were  common  In  both  the  treated  and  control 
groups,  and  the  Incidence  became  significantly 
higher  only  In  the  aged  rats  receiving  Tagamet '. 

Rare  Instances  of  cardiac  arrhythmias  and  hypoten- 
sion have  been  reported  following  the  rapid  admin- 
istration of  Tagamet ' HCI  /brand  of  cimetidine  hy- 
drochloride/ Injection  by  Intravenous  bolus. 
Symptomatic  response  to  Tagamet'  therapy  does 
not  preclude  the  presence  of  a gastric  malignancy. 
There  have  been  rare  reports  of  transient  healing  of 
gastric  ulcers  despite  subsequently  documented  ma- 
lignancy. 

Reversible  confuslonal  states  have  been  reported  on 
occasion,  predominantly  In  severely  III  patients. 
Tagamet'  has  been  reported  to  reduce  the  hepatic 
metabolism  of  warfarin-type  anticoagulants,  pheny- 
toln,  propranolol,  chlordlazepoxide,  diazepam,  lldo- 
calne.  theophylline  and  metronidazole.  Clinically  sig- 
nificant effects  have  been  reported  with  the 
warfarin  anticoagulants:  therefore,  close  monitor- 
ing of  prothrombin  time  Is  recommended,  and  ad- 
justment of  the  anticoagulant  dose  may  be  neces- 
sary when  Tagamet'  Is  administered  concomitantly. 
Interaction  with  phenytoln,  lldocalne  and  theophyl- 
line has  also  been  reported  to  produce  adverse  clini- 
cal effects. 

However,  a crossover  study  In  healthy  subjects  re- 
ceiving either  Tagamet'  300  mg.  q.I.d.  or  800  mg. 
h.s.  concomitantly  with  a 300  mg.  b.I.d.  dosage  of 
theophylline  /Theo-Dur^,  Key  Pharmaceuticals,  Inc.), 


demonstrated  less  alteration  In  steady-state  theo- 
phylline peak  serum  levels  with  the  800  mg.  h.s.  regi- 
men, particularly  In  subjects  aged  54  years  and  older. 
Data  beyond  ten  days  are  not  available.  /Note:  AH 
patients  receiving  theophylline  should  be  monitored 
appropriately,  regardless  of  concomitant  drug  ther- 

f>py-l 

Lack  of  experience  to  date  precludes  recommending 
'Tagamet'  for  use  In  pregnant  patients,  women  of 
childbearing  potential,  nursing  mothers  or  children 
under  16  unless  anticipated  benefits  outweigh  po- 
tential risks:  generally,  nursing  should  not  be  under- 
taken In  patients  taking  the  drug  since  cimetidine  Is 
secreted  In  human  milk. 

Adverse  Reactions!  Diarrhea,  dizilness,  somno- 
lence. headache,  rash.  Reversible  arthralgia,  myalgia 
and  exacerbation  of  Joint  symptoms  In  patients  with 
preexisting  arthritis  have  been  reported.  Reversible 
confuslonal  states  fe.g.,  mental  confusion,  agitation, 
psychosis,  depression,  anxiety,  hallucinations,  disori- 
entation}, predominantly  In  severely  III  patients, 
have  been  reported.  Gynecomastia  and  reversible 
impotence  In  patients  with  pathological  hypersecre- 
tory disorders  receiving  'Tagamet',  particularly  In 
high  doses,  for  at  least  12  months,  have  been  re- 
ported. Reversible  alopecia  has  been  reported  very 
rarely.  Decreased  white  blood  cell  counts  In 
'Tagamet '-treated  patients  /approximately  1 per 
100,000  patients},  including  agranulocytosis  /ap- 
proximately 3 per  million  patients},  have  been  re- 
ported, Including  a few  reports  of  recurrence  on  re- 
challenge. Most  of  these  reports  were  in  patients 
Who  had  serious  concomitant  Illnesses  and  received 
drugs  and/or  treatment  known  to  produce  neutrope- 
nia. Thrombocytopenia  /approximately  3 per  million 
patients}  and  a few  cases  of  aplastic  anemia  have 
also  been  reported.  Increased  serum  transaminase 
and  creatinine,  as  well  as  rare  cases  of  fever,  intersti- 
tial nephritis,  urinary  retention,  pancreatitis  and  al- 
lergic reactions,  including  hypersensitivity  vascu- 
litis, have  been  reported.  Reversible  adverse  hepatic 
effects,  cholestatic  or  mixed  cholestatic- 
hepatocellular  in  nature,  have  been  reported  rarely. 
Because  of  the  predominance  of  cholestatic  features, 
severe  parenchymal  injury  is  considered  highly  un- 


likely. A single  case  of  biopsy-proven  periportal 
hepatic  fibrosis  In  a patient  receiving  Tagamet ' has 
been  reported. 

How  Supplied:  Tablets:  200  mg.  tablets  In  bottles 
of  100:  300  mg.  tablets  In  bottles  of  100  and  Single 
Unit  Packages  of  100  /Intended  for  Institutional  use 
only}:  400  mg.  tablets  In  bottles  of  60  and  Single 
Unit  Packages  of  100  /Intended  for  Institutional  use 
only},  and  800  mg.  TUtabP  tablets  In  bottles  of  30 
and  Single  Unit  Packages  of  100  /Intended  for  Insti- 
tutional use  only}. 

Liquid:  300  mg./S  ml..  In  8 fl.  oz.  /237  ml.}  amber 
glass  bottles  and  In  single-dose  units  /300  mg./5  ml.}. 
In  packages  of  10  /Intended  for  Institutional  use 
only}. 

Injection: 

Vials:  300  mg./2  ml.  In  single-dose  vials.  In  packages 
of  10  and  30,  and  in  8 ml.  multiple-dose  vials.  In 
packages  of  Wand 25. 

Pre filled  Syringes:  300  mg.  12  ml.  In  single-dose  pre- 
filled disposable  syringes. 

Plastic  Containers:  300  mg.  In  SO  ml.  of  0.9%  So- 
dium Chloride  in  single-dose  plastic  containers.  In 
packages  of  4 units.  No  preservative  has  been 
added. 

ADD-Vantage^*  Vials:  300  mg./2  ml.  In  single-dose_ 
ADD-Vantage^  Vials,  in  packages  of  25. 

Exposure  of  the  premixed  product  to  excessive  heat 
should  be  avoided.  It  is  recommended  the  product  be 
stored  at  controlled  room  temperature.  Brief  expo- 
sure up  to  40^C  does  not  adversely  affect  the  pre- 
mixed product. 

Tagamet ' HCI  /brand  of  cimetidine  hydrochloride}  In- 
jection premixed  In  single-dose  plastic  containers  is 
manufactured  for  5K8F  Lab  Co.  by  Travenol  Labora- 
tories, Inc.,  Deerfield,  IL  60015. 

* AOO-Vantage^is  ft  trfidemark  of  Abbott  Laboratories. 
BRS-TG:Lt3B  Date  of  issuance  Apr.  1987 

SK&F  LAB  CO. 

Cidra.  P.R.  00639 
©SK&F  Lab  Co..  1988 
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IN  HYPERTENSION 


" Well-tolerated,  once-a-day  therapy 
for  patient  compliance  that  lasts 

Rarely  causes  • impotence^  • depression^  • sleep  disturbances^ 
Doesn't  compromise  • potassium^  • glucose^  • lipids"' 

m Long-term  control  as  initial  therapy 
or  in  combination 

a Excellent  patient  acceptance 
reduces  dropouts 

An  estimated  80%  of  responders  stay  on  HYTRIN  long  term, 
as  shown  in  a two-year  study'^ 

Side  effects  generally  were  mild  and  transient.  Dizziness  and 
asthenia  were  the  most  common.  Others  reported  signifi- 
cantly more  frequently  than  with  placebo  were  nasal  congestion, 
peripheral  edema,  somnolence,  nausea,  palpitations,  and  blurred 
vision.  Incidence  of  syncope  (1.0%)  was  not  significantly  different 
from  placebo. 

"One  price  for  all  dosage  strengths 

Even  if  dosage  is  increased,  patient  cost  is  not  Increased 


® Img 
2 mg 
5 mg 
tablets 

The  first  once-a-day  alpha,  blocker 


advancing  cardiovascular  care 


’^HYTRli 


Please  see  accompanying  brief  summary. 
7083834 


HYTRIN® 

(terazosin  hydrochloride  tablets) 

Brief  Summery 

CLINICAL  PHARMACOLOGY;  PharmacodYnamics:  Clinical  studies  of  terazosin  used  in  once-a  day  (maionty) 
and  b.i.d  regimens  with  total  doses  usually  in  the  range  of  5 20mg/ddy.  in  patients  with  mild  or  moderate  hyperten 
Sion.  Because  terazosin,  like  all  alpha  antagonists,  can  cause  large  falls  in  blood  pressure  after  the  first  dose  or 
first  few  doses,  the  initial  dose  was  Img  in  virtually  all  studies,  with  subsequent  titration  to  a specified  fixed  dose 
or  titration  to  a specified  blood  pressure  end  point 

Blood  pressure  responses  were  measureo  at  the  end  of  the  dosing  interval  (usually  24  hrs.)  and  effects  were 
shown  to  persist  throuohout  the  interval,  with  usual  supine  responses  5-10mmHg  systolic  and  3.5-8mmHg  diastolic 
greater  than  placebo.  The  responses  in  the  standing  position  tended  to  be  somewhat  iaroer.  allhouoh  this  was*not 
true  in  all  studies.  The  magnitude  of  bloodpressure  responses  was  similar  to  prazosin  and  less  than  Hydrochlorothi- 
azide (in  a single  study)  In  measurements  ^4  hrs  after  dosing,  heart  rate  was  unchanged. 

Limited  measurements  of  peak  response  (2-3  hrs.  after  dosing]  during  chronic  terazosin  administration  indicate 
that  It  IS  more  than  twice  the  trough  (24  hr.)  response,  suggeslino  some  attenuation  of  response  at  24  hrs..  pre- 
sumably due  to  a fall  in  blood  terazosin  concentrations  at  the  end  or  the  dose  interval  This  explanation  is  not  estab 
lished  with  certainty  and  is  not  consistent  with  the  similarity  of  blood  pressure  response  to  once-a  day  and  b i d 
dosing  With  the  absence  of  an  observed  dose  response  relationship  over  a range  of  5 20mg.  i.e  . if  blood  concen 
irations  fall  to  the  point  of  providing  less  than  full  effect  at  24  hrs..  a shorter  dosing  mierval  or  larger  dose  should 
lead  to  increased  response  Measure  blood  pressure  (BP)  at  the  end  of  the  dose  interval,  if  response  is  not  satis 
factory,  patients  may  be  tried  on  a larger  dose  or  bid.  regimen  The  latter  should  be  considered  if  side  effects, 
such  as  dizziness,  palpitations,  or  orthostatic  complaints,  are  seen  within  a few  hours  after  dosing 

The  greater  BP  effect  associated  with  peak  plasma  concentrations  (first  few  hours  after  dosing)  appears  some 
what  more  position  dependent  (greater  in  the  erect  position)  than  the  effect  of  terazosin  at  24  hrs.  In  tne  erect  po 
sition  there  is  a 6-10  bpm  increase  in  heart  rate  in  the  first  few  hours  after  dosing  During  the  first  3 hrs.  after 
dosing  12.5^  of  patients  had  a systolic  pressure  fall  of  30mmHg  or  more  from  supine  to  standing,  or  standing  sys- 
tolic pressure  below  SOmmHg  with  a fall  of  at  least  20mmHg.  compared  to  4%  of  a placebo  group 
INDICATIONS  AND  USAGE;  Indicated  for  the  treatment  of  hypertension 
CONTRAINDICATIONS;  None  known 

WARNINGS;  Syncope  and  “First-dose”  Effect;  Terazosin,  like  other  alpha-adrenergic  blocking  agents,  can 
cause  marked  hypotension,  especially  postural  hypotension,  and  syncope  in  association  with  the  first  dose 
or  first  few  doses.  A similar  effect  may  occur  if  therapy  is  interrupted  for  more  than  a few  doses.  Syncope 
has  been  reported  with  other  alpha-adrenergic  blocking  agents  in  association  with  rapid  dosage  increases 
or  introduction  of  another  antihypertensive  drug.  Syncope  may  be  due  to  an  excessive  posturalnypotensive 
effect,  although  occasionally  the  syncopal  episode  nas  been  preceded  by  severe  supraventricular  tachycardia 
with  heart  rates  of  120-160  bpm. 

To  decrease  the  likelihood  of  syncooe  or  excessive  hypotension,  always  initiate  treatment  with  a Img 
dose  at  bedtime.  The  2mg  and  Smg  tablets  are  not  indicated  as  initial  therapy.  Increase  dosage  slowly,  and 
add  additional  antihypertensive  agents  with  caution.  Caution  patients  to  avoio  situations  where  injury  could 
result  if  syncope  occurs  during  initiation  of  therapy. 

In  early  studies,  where  increasing  single  doses  up  to  7 Smg  were  given  at  3 day  intervals,  tolerance  to  the  first 
dose  phenomenon  did  not  necessariTy  develop  and  the  "first  dose"  effect  was  observed  at  all  doses  Syncopal  epi 
sodes  occurred  in  3 of  14  subjects  given  doses  of  2 5 5.  and  7. Smg.  which  are  higher  than  the  recommended  initial 
dose  Severe  orthostatic  hypotension  (BP  50/0mmHg)  was  seen  m two  others  and  dizziness,  tachycardia,  and  light 
headedness  occurred  in  most  subjects  These  adverse  effects  all  occurred  within  90  min  of  dosing 

In  multiple  dose  clinical  trials  involving  nearly  2000  patients,  syncope  was  reported  in  about  1%  of  patients,  in 
no  case  severe  or  prolonqed.  and  was  not  necessarily  associated  with  early  doses. 

If  syncope  occurs,  place  patient  in  recumbent  position  and  treat  supportively.  There  is  evidence  that  the 
orthostatic  effect  of  terazosin  is  greater,  even  in  chronic  use.  shortly  after  dosing. 

PRECAUTIONS:  Genera!  Orthostatic  Hypotension:  While  syncope  is  the  most  severe  orthostatic  effect  of 
terazosin,  other  symptoms  of  lowered  BP.  such  as  dizziness.  Iighiheadedness  and  palpitations,  are  more  common, 
occurring  in  28^  of  patients  in  clinical  trials  Patients  with  occupations  in  which  such  events  represent  potential 
problems  should  be  treated  with  particular  caution 

information  for  Patients-  Make  aware  of  possibility  of  syncopal  and  orthostatic  symptoms,  especially  at  initiation 
of  therapy,  and  to  avoid  driving  or  hazaroous  tasks  for  12  hrs.  after  the  first  dose,  after  a dosage  increase,  and 
after  interruption  of  therapy  when  treatment  is  resumed  Caution  to  avoid  situations  where  injury  could  result 
should  syncope  occur  during  initial  therapy  Advise  to  sit  or  lie  down  when  symptoms  of  lowered  BP  occur  and  to 
rise  carefully  from  a sitting  or  lying  position  Bothersome  dizziness.  Iightheadedness.  or  palpitations  should  be 
reported  to  physician 

Tell  patients  that  drowsiness  or  somnolence  can  occur,  requiring  caution  in  people  who  must  drive  or  operate 
heavy  machinery 

Laboratory  Tests  Small  but  statistically  significant  decreases  in  hematocrit,  hemoglobin,  WBC.  total  protein  and 
albumin  were  observed  in  clinical  trials.  The  magnitude  of  decreases  did  not  worsen  with  time  These  findings  sug- 
gest the  possibility  of  hemodilution 

Drug  Interactions  In  controlled  trials,  terazosin  was  added  to  diuretics,  and  several  beta-adrenergic  blockers,  no 
unexpected  interactions  were  observed  Terazosin  has  also  been  used  concomitantly  without  interaction  in  at  least 
50  patients  on  the  following:  1)  analgesic/anti-inflammatory  (acetaminophen,  aspirin,  codeine,  ibuprofen,  indo- 
melhacin);  2)  antibiotics  (erythromycin,  trimethoprim  and  sulfamethoxazole).  3)  aniicholinergic/sympathomimet- 
ICS  (phenylephrine  HCI.  phenylpropanolamine  HCl.  pseudoephednne  HCI).  4)  antioout  (allopurinoll.  5)  antihista 
mines  (chlorpheniramine),-  6)  cardiovascular  agents  (atenolol,  hydrochlorotmazide.  methyclothiazide.  pro- 
pranolol). 7)  corticosteroids;  8)  gastrointestinal  agents  (antacids).  9)  hypoglycemics,  10)  sedatives  and  tranquil 
izers  (diazepam) 

Carcinogenesis.  Mutagenesis.  Impairment  of  fertility  HYTRIN  was  devoid  of  mutagenic  potential  when  evaluated 
m VIVO  and  in  vitro. 

HYTRIN,  administered  in  feed  to  rats  at  doses  of  8,  40.  and  250mQ/kg/day  for  2 yrs  . was  associated  with  a 
statistically  sig^nificant  increase  in  benign  adrenal  medullary  tumors  or  male  rats  exposed  to  the  2S0mg/kg  dose 
This  dose  is  695  X max  recommended  human  dose  (20mg/55kg)  Female  rats  were  unaffected  HYTRIN  was  not 
oncogenic  in  mice  when  administered  in  feed  for  2 yrs  at  a maximum  tolerated  dose  of  32mg/kg/day 

The  absence  of  mutagenicity  in  a battery  of  tests,  of  tumorigenicity  of  any  cell  type  in  the  mouse  carcinogenicity 
assay,  of  increased  total  tumor  incidence  in  either  species,  and  of  proliferative  adrenal  lesions  in  female  rats,  sug 
ests  a male  rat  species-specific  event.  Numerous  other  diverse  pharmaceutical  and  chemical  compounds  have 
een  associated  with  these  tumors  in  male  rats  without  supporting  evidence  for  carcinogenicity  in  man 

Effects  on  fertility  were  assessed  in  a standard  fertiliiy/reproductive  performance  study  in  which  male  and 
female  rats  were  administered  oral  doses  of  8.  30  and  120mQ/Kg/day  Four  of  20  male  rats  given  30mg/kg  and  5 
of  19  male  rats  given  120mg/kg  failed  to  sire  a litter  Testicular  weights  and  morphology  were  unaffected  Vaginal 
smears  at  30  and  120mg/kg/day  appeared  to  contain  less  sperm  than  smears  from  control  matings  and  good  corre- 
lation was  reported  between  sperm  count  and  subsequent  pregnancy. 

Oral  use  for  1 or  2 yrs.  elicited  a statistically  significant  increase  in  testicular  atrophy  in  rats  exposed  to  40  and 
250mg/kg/day.  but  not  in  rats  exposed  to  Omo/kg/day  ( > 20  X max  recommended  human  dose)  Testicular  atro 
phy  was  observed  in  dogs  dosed  with  300mg/i^/day  ( > 800  X max.  recommended  human  dose)  tor  3 months  but 
not  after  1 yr  when  dosed  with  20mg/kg/day  This  lesion  has  also  been  seen  with  Mmipress*^ 

Pregnancy  Teratogenic  effects  Pregnancy  Category  C There  are  no  adequate  and  well-controlled  studies  in  preg- 
nant women  and  the  safety  of  terazosin  in  pregnancy  has  not  been  established  HYTRIN  is  not  recommended  during 
preonancy  unless  potential  benefit  justifies  potential  risk  to  mother  and  fetus. 

Nonteratogenic  effects;  In  a pen  and  post  natal  development  study  in  rats,  significantly  more  pups  died  in  the 
roup  dosed  with  120mg/kg/day  (>  30(J  X max  recommended  human  dose)  than  in  the  control  group  during  the 
-week  posl-parlum  period 

Nursing  Mothers  It  is  not  known  whether  terazosin  is  excreted  in  breast  milk,  therefore,  exercise  caution  when 

administering  terazosin  to  a nursing  woman 

Pediatric  Use  Safety  and  effectiveness  have  not  been  determined 

ADVERSE  REACTIONS:  The  prevalence  of  adverse  reactions  has  been  ascertained  from  14  placebo-controlled 
studies  conducted  primarily  in  the  U S The  studies  involved  once-a-day  administration  of  terazosin  as  monotherapy 
or  in  combination  with  other  antihypertensive  agents,  at  doses  ranging  from  1 to  40mg  Alt  adverse  events  reported 
during  these  studies  were  recorded  as  adverse  reactions  Adverse  events  where  the  prevalence  rate  in  the  terazosin 
group  was  at  least  5^.  where  the  prevalence  rate  for  the  terazosin  group  was  at  least  2%  and  was  greater  than 
me  prevalence  rale  for  the  placebo  group,  or  where  the  reaction  is  of  particular  interest  are  summarized  below 
Only  asthenia,  blurred  vision  dizziness,  nasal  congestion,  nausea,  peripheral  edema,  palpitations  and  somnolence 
were  significantly  (p<0.05)  more  common  in  patients  receivino  terazosin  than  in  patients  receiving  placebo 
Other  events  include  [*/»TERAZOSIN-%PLACEBD);  asthenia  (11. 3^-4 3%).  back  pain  (2  4^^  1 24^.  blurred 
vision  (1.61(1-0%).  depression  (0  3%-0-2%).  dizziness  (19.3%-7  5%).  dyspnea  (3.1%-2.4%),  edema  (0.9%-0.6%). 
headache  (16  2%-15  8%).  impotence  (1.2%-14%),  libido  decreased  (0.6%-0.2%).  nasal  congestion 
l5  9%-34%),  nausea  (44%-1,4%).  nervousness  (2.3%-1  8%).  pain-extremities  (35%-3%),  palpitations 
|4  3%-12%).  paresthesia  (2,9%-1.4%),  peripheral  edema  (5.5%-24%).  postural  hypotension  (1.3%-04%). 
sinusitis  (2.6%- 1 4%).  somnolence  (5  4%-2  6%).  tachycardia  (1  9%-1  2%).  weight  gain  ((5.5%-0-2%) 

Adverse  reactions  were  usually  mild  or  moderate  in  intensity  but  sometimes  were  serious  enough  to  interrupt 
treatment.  Adverse  reactions  that  were  mosi  bothersome  as  judged  by  being  reported  as  reasons  for  (fiscontinuation 
of  therapy  by  at  least  0.5%  of  the  terazosin  group  and  being  reported  more  often  than  in  the  placebo  group 
[ViTER/UDSIN-VtPLACEBO]  are  asthenia  (1  6%  0%).  blurred  vision  (0.6%-0%).  dizziness  (3.1%-04%),  dys- 
pnea (0  9%  0 6%).  headache  (1.3%  1%).  nasal  congestion  (0.6%-0%),  nausea  (0.8%-0%).  palpitations 
(1  4%  0 2%),  paresthesia  (0.8%-().2%),  peripheral  edema  (0.6%-0%),  postural  hypotension  (0.5%-0%).  somno 
fence  (0  6%-0.2%),  syncope  (0.5%-0,2%).  tachycardia  (0  6%-0%) 

Additional  adverse  reactions  have  been  reported,  but  these  are  not  distinguishable  from  symptoms  that  might 
have  occurred  in  the  absence  of  exposure  to  terazosin  The  following  additional  adverse  reactions  were  reported 
by  at  least  1%  of  1987  patients  who  received  terazosin  in  clinical  studies  or  during  marketing  experience  abdomi- 
nal pain,  abnormal  vision,  anxiety,  arrhythmia,  arthralgia,  arthritis,  bronchitis,  chest  pain,  cold  symptoms,  conjunc- 
tivitis. constipation,  diarrhea,  dry  mouth,  dyspepsia,  epistaxis.  facial  edema,  fever,  flatulence,  flu  symptoms,  gout, 
increased  cough,  insomnia,  joint  disorder,  myalgia,  neck  pain,  pharyngitis,  pruritus,  rash,  rhinitis,  shoulder  pain, 
sweating,  tinnitus,  urinary  frequency,  urinary  tract  infection,  vasodilation,  vomiting. 

DDSAGE  AND  ADMINISTRATION:  Dose  and  dose  interval  (12  or  24  hrs  ) should  be  adjusted  according  to  BP  re 
sponse 

Initial  Dose;  Img  at  bedtime  Observe  the  initial  dosing  regimen  strictly  to  minimize  potential  for  severe  hypoten- 
sive effects 

Subseouent  Ooses;  Slowly  increase  dose  to  achieve  desired  BP  response.  Usual  dose  range  is  Img  to  Smg  once 
a day  borne  patients  may  benefit  from  doses  up  to  20mg/dav  Doses  over  20mg  do  not  appear  to  provide  further 
BP  enect  Ooses  over  40mg  have  not  been  studied.  Monitor  BP  at  the  end  of  cTosing  interval  to  assure  control  is 
maintained  It  may  be  helpful  to  measure  BP  2 3 hrs.  after  dosing  to  see  if  maximum  and  minimum  responses  are 
similar,  and  to  evaluate  symptoms  which  can  result  from  excessive  hypotensive  response  If  response  is  substan 
tially  diminished  at  24  hrs  consider  an  increased  dose  or  b i.d  regimen  If  administration  is  discontinued  for 
several  days  or  longer,  reinstitute  therapy  using  initial  dosing  regimen.  In  clinical  trials,  except  for  the  initial 
dose,  the  dose  was  given  in  the  morning. 

Use  With  Dther  Drugs:  Caution  should  be  observed  when  terazosin  is  administered  concomitantly  with  other  an 
tihypertensive  agents  (e  g..  calcium  antagonists)  to  avoid  the  possibility  of  significant  hypotension  When  adding  a 
diuretic  or  other  antihypertensive  agent,  dosage  reduction  and  retitralion  may  Be  necessary 
August.  1987  Abbott  Health  Care  Products.  Inc.  North  Chicago.  IL  60064  7083834 
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DOCTOR’S  NEWS 


ENGLISH  LANGUAGE 
ADULT  EDUCATION 
COURSES  AVAILABLE 

In  April  1987,  the  ISMS  Board  of  Trustees  directed 
that  the  Council  on  Education  and  Manpower  compile 
a listing  of  English  language  adult  education  courses 
available  throughout  Illinois  and  make  these  known  to 
member  physicians. 

To  comply  with  that  request,  the  Council  has 
obtained  a directory  listing  over  500  ESL  (English  as  a 
Second  Language)  courses  which  are  available  in  Illi- 
nois. For  information  on  specific  courses  in  your  area, 
please  call  or  write  the  ISMS  Division  of  Educational 
and  Medical  Services  at  Twenty  North  Michigan  Ave- 
nue, Suite  700,  Chicago,  IL  60602;  312/580~2466. 


ABFP  LAUNCHES  NEW  ACADEMIC  JOURNAL 

The  American  Board  of  Family  Practice  (ABFP)  and 
the  publishing  division  of  the  Massachusetts  Medical 
Society,  publishers  of  the  New  England  Journal  of 
Medicine,  announce  the  publication  of  a new  quarterly 
journal  entitled  The  Journal  of  the  American  Board  of 
Family  Practice.  Volume  1,  Number  I appeared  in 
January,  1988. 

The  primary  purpose  of  this  journal,  which  is  purely 
academic  and  will  carry  no  advertising  this  first  year,  is 
to  publish  original  papers  pertaining  to  clinical  investi- 
gations, case  reports,  review  articles  pertinent  to  family 
practice,  editorial  comments  and  book  reviews.  Rele- 
vant non-clinical  material  will  also  be  considered.  Sub- 
missions for  consideration  may  be  sent  to  the  ABFP, 
2228  Young  Drive,  Lexington,  Kentucky.  Subscrip- 
tions are  available  through  the  Massachusetts  Medical 
Society,  the  JABFP,  Subscription  Department,  1440 
Main  Street,  Waltham,  MA  02154. 


7083834 


GUIDE  TO  CONTINUING  MEDICAL  EDUCATION 


Compiled  for  Illinois  physicians  by 
the  Illinois  State  Medical  Society, 
Twenty  North  Michigan  Avenue, 
Suite  700,  Chicago  Illinois  60602, 
(312)  782-1654. 
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Items  for  this  calendar  must  be 
received  90  days  prior  to  the  event. 
Those  received  earlier  may  appear 
in  up  to  three  monthly  issues, 
depending  upon  the  number  of  list- 
ings received.  Only  courses  meeting 
in  Illinois  or  adjacent  states  and/or 
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April 

Allergy 

Hypersensiliviiy  to  Penicillins  and  Cephalosporins 
for:  Interested  physicians.  Lecture.  April  18,  Holiday  Inn, 
Chicago  City  Centre.  Sponsor:  Illinois  Society  of  Allergy 
and  Clinical  Immunology,  800  E.  Northwest  Hwy.,  Suite 
11080,  Palatine.  IL  60067,  Fee:  $20  (dinner).  Reg.  Limit: 
Slone.  Credit:  Category  1:  1 hour.  Contact:  Diane  Kubis. 
Phone:  (312)  359-3090. 

jCardiology 

^Eighth  Annual  Great  Lakes  Conference  on  High  Blood 
(Pressure 

[For:  Interested  physicians.  Conference,  April  18-20,  Ann 
Arbor,  MI.  Sponsors:  American  Heart  Association  of 
(Michigan,  P.O.  Box  160,  Lathrup  Village,  MI  48076,  and 
;hc  Michigan  Department  of  Public  Health.  Fee:  To  be 
determined.  Reg.  Limit:  None.  Credit:  Category  1:  To  be 
I determined.  Contact:  Tom  Matz.  Phone:  (313)  557-9500, 

Interventional  Cardiology  in  the  Acute  MI  Patient 
For:  Cardiologists  and  internists.  Lecture,  April  27,  Mar- 
ion Oakbrook,  Oak  Brook,  IL.  Sponsor:  Hinsdale  Hospi- 
t al,  120  N.  Oak,  Hinsdale,  IL  60521  and  Genetech.  Fee: 

S Mone.  Reg.  Limit:  None.  Credit:  Category  1:  Ihour;  AAFP 
I Prescribed:  1 hour.  Contact:  Lorraine  Friestad.  Phone: 

! 312)  887-2645. 

j'amily  Medicine/Gynecology 

periatric  Gynecology  for  the  Primary  Care  Provider 
i^or:  Family  practitioners  and  internists.  Course,  April  16. 
jMerrillville,  IN.  Sponsor:  University  of  Chicago,  Office  of 
ijCME,  5841  S.  Maryland,  Box  139,  Chicago,  IL  60637.  Fee: 
^25.  Reg.  Limit:  200.  Credit:  Category  1:  6 hours.  Con- 
tact: Marlene  Goldberg.  Phone:  (312)  702-1056. 

’Hematology/Oncology 

iLymphoma  1988:  New  Diagnostic  and  Treatment  Sirate- 
gies 

For:  Interested  physicians.  Symposium.  April  15,  St.  Louis, 
MO.  Sponsor:  Washington  University  School  of  Medicine, 
i Box  8063,  660  S.  Euclid.  St.  Louis,  MO  63110.  Fee:  $20. 
Reg.  Limit:  200.  Credit:  Category  1:  6 hours;  AAFP 
: Prescribed:  6 hours;  ADA:  6 hours.  Contact:  Loretta 
t Giacoletto.  Phone:  (800)  325-9862. 

ilmpaired  Physician 

I Impaired  Physician  Program 

!|For:  Interested  physicians.  Lecture,  April  14,  Starved  Rock 
[Lodge,  Utica,  IL.  Sponsors:  La  Salle  County  Medical 
jlSocicly  and  the  Illinois  State  Medical  Society.  Fee:  None. 
ijReg.  Limit:  None.  Credit:  Category  1:  1 hour.  Contact: 
IjBemard  Doyle,  M.D.,  Phone:  (815)  223-0567. 
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Impaired  Physician  Program 

For:  Interested  physicians.  Lecture.  April  29,  Moline.  IL. 
Sponsors:  Lutheran  Hospital,  501  10th  Avenue.  Moline, 
IL  61265  and  the  Illinois  State  Medical  Society.  Fee:  None. 
Reg.  Limit:  None.  Credit:  Category  1;  1 hour.  Contact: 
Medical  Education.  Phone;  (309)  757-2611. 

Internal  Medicine/Family  Medicine 

Clinical  Endocrinology  ’88 

For:  Internists  and  family  practitioners.  Lecture,  April  9, 
Hyatt  Regency  Oakbrook,  Oak  Brook,  IL,  Sponsor:  Uni- 
versity of  Chicago,  Office  of  CME,  5841  S.  Maryland,  Box 
139,  Chicago,  IL  60637.  Fee:  To  be  determined.  Reg. 
Limit:  None.  Credit:  Category  1:  6 hours.  Contact:  Mar- 
lene Goldberg.  Phone:  (312)  702-1056. 

Neuroradiology 

1988  Neuroradiology  Review  Course 

For:  General  radiologists,  neuroradiologists,  neurosur- 
geons, neurologists,  and  residents.  Course,  April  30-May  1, 
Oakbrook  Marriott  Hotel,  Oak  Brook.  IL.  Sponsors:  Loy- 
ola University  Slritch  School  of  Medicine,  Dept,  of  CME 
and  Department  of  Radiology,  2160  S.  First  Avenue, 
Maywood,  IL  60153.  Fee:  $170  for  physicians.  $100  for 
residents.  Reg.  Limit:  None.  Credit:  Category  1:16  hours. 
Contact:  Linda  K.  Gunzburger,  Ph  D.  Phone:  (312)  531- 
3237. 

Obstetrics/Gynecology 

15th  Annual  Symposium  on  Obstetrics  and  Gynecology 
For:  Interested  physicians.  Symposium.  April  28-29,  St. 
Louis.  MO.  Sponsor:  Washington  University  School  of 
Medicine,  Box  8063,  660  S.  Euclid,  St.  Louis,  MO  63110. 
Fee:  $200.  Reg.  Limit:  150.  Credit:  Category  1:12  hours; 
AAFP  Prescribed:  12  hours;  ADA:  12  hours;  ACOG  cog- 
nates: 12  hours.  Contact:  Loretta  Giacoletto.  Phone:  (800) 
325-9862. 

Ophthalmology 

Advanced  Contact  Lens  Course 

For:  Ophthalmologists.  Seminar,  April  20-21,  St.  Louis, 
MO.  Sponsor:  Washington  University  School  of  Medicine. 
Box  8063,  660  S.  Euclid.  St.  Louis.  MO  63110.  Fee:  To  be 
determined.  Reg.  Limit:  150.  Credit:  Category  1:  9 hours. 
Contact:  Loretta  Giacoletto.  Phone:  (800)  325-9862. 

Otolaryngology 

Frontiers  of  Medicine:  Recent  Progress  in  Head  and  Neck 
Oncology 

For:  Otolaryngologists.  Course,  April  13,  Chicago.  Spon- 
sor; University  of  Chicago,  Office  of  CME,  5841  S.  Mary- 
land. Box  139,  Chicago,  IL  60637.  Fee:  To  be  determined. 


sponsored  by  an  Illinois  organiza- 
tion, if  meeting  outside  the  state, 
will  be  published.  Please  call  or 
write  ISMS  and  request  a “Calen- 
dar Listing  Form”  if  you  are  inter- 
ested in  publicizing  your  upcoming 
meeting  in  this  calendar. 


Reg.  Limit:  150.  Credit:  Category  1;  6 hours.  Contact: 
Marlene  Goldberg-  Phone:  (312)  702-1056. 

Otology 

Dizziness  and  Balance  Disorders:  (Clinical  Management  in 
Primary  Care 

For:  Interested  physicians  and  allied  health  personnel. 
Symposium,  April  16,  Oak  Brook  Hills  Hotel.  Oak  Brook, 
iL,  Sponsors:  Hinsdale  Hospital.  120  North  Oak  Street. 
Hinsdale,  IL  60521  and  Illinois  Academy  of  Family  Prac- 
tice. Fee:  $40  for  physicians  and  $25  for  residents  and  allied 
health  personnel,  Reg.  Limit:  None,  Credit:  Category  1:  7 
hours;  AAFP  Prescribed:  7 hours.  Contact:  Lorraine 
Friestad.  Phone:  (312)  887-2645. 

Pathology 

Future  Trends  in  Evaluating  Quality  of  Care 
For:  Pathologists.  Lecture,  April  1 1.  Drake  Hotel,  Chicago. 
Sponsor:  Chicago  Pathology  Society,  c/o  Loretto  Hospital, 
645  S.  Central  Ave,,  Chicago.  IL  60644,  and  Michael  Reese 
Hospital  and  Medical  Center.  Fee:  None.  Reg.  Limit:  None. 
Credit:  Category  1:  2 hours  for  Chicago  Pathology  Society 
members  only.  Contact:  Marshall  H.  Short,  M.D  Phone: 
(312)  626-4300,  Ext.  5720. 

Rehabilitation  Medicine 

Electromyography  and  Clinical  Neurophysiology:  A High 
Intensity  Review 

For:  Electromyographers  and  senior  residents.  Course, 
April  4-7,  Chicago,  IL  Sponsor:  Rehabilitation  Institute  of 
Chicago,  345  E.  Superior  Street,  Ste.  1641,  Chicago,  IL 
6061 1.  Fee:  $425  for  physicians;  $375  for  residents.  Reg. 
Limit:  None  Reg.  Deadline:  March  20.  Credit:  Category  1: 
21  hours.  Contact:  Ian  MacLean,  M.D.  Phone:  (312) 
908-6098. 

Urology 

Frontiers  in  Endoscopy 

For:  Urologists.  Workshop,  April  15-16,  St.  Louis,  MO. 
Sponsor:  Washington  University  School  of  Medicine.  Box 
8063,  660  S.  Euclid.  St.  Louis.  MO  63110.  Fee:  To  be 
determined.  Reg.  Limit:  80.  Credit:  Category  1:11  hours. 
Contact:  Loretta  Giacoletto.  Phone:  (800)  325-9862. 

May 

Allergy 

Resident  Fellow  Program 

For:  Interested  physicians.  Lecture,  May  16.  Holiday  Inn, 
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Chicago  City  Centre.  Sponsor:  Illinois  Society  of  Allergy 
and  Clinical  Immunology,  800  E.  Northwest  Hwy..  Suite 
1080.  Palatine,  IL  60067.  Fee;  $20  (dinner).  Reg.  Limit: 
None.  Credit:  Category  1;  1 hour.  Contact:  Diane  Kubis. 
Phone;  (312)  359-3090. 

Echocardiography 

Echocardiography 

For:  Interested  physicians.  Lecture,  May  24.  DeKalb,  IL. 
Sponsor:  Kishwaukee  Community  Hospital.  Ri.  23  and 
Bethany  Road,  DeKalb,  IL  60115.  Fee:  None.  Reg.  Limit: 
None.  Credit:  Category  1;  1 hour.  Contact:  K.  Reddy.  M.D. 
Phone:  (815)  756-1521,  Ext.  3484. 

Emergency  Medicine 

1988  Illinois  Combined  ScientiBc  Assembly 
For:  Emergency  room  physicians  and  other  health  profes- 
sionals. Annual  meeting.  May  26-28,  The  Hamilton  Hotel. 
Itasca,  IL.  Sponsor:  Illinois  Chapter  of  the  American 
College  of  Emergency  Physicians,  1 645  Des  Plaines  Avenue, 
Des  Plaines,  IL  60018.  Fee;  $105-225.  Reg.  Limit:  None. 
Credit:  Category  I:  16  hours.  Contact:  Jeannine  Helms. 
Phone:  (312)  298-1970. 

Family  Medicine 

Treatment  Decisions  in  AIDS 

For:  Family  practitioners  and  internists.  Symposium,  May 
19-21,  Chicago.  IL.  Sponsor:  University  of  Chicago,  Office 
of  CME,  5841  S.  Maryland.  Box  139,  Chicago,  IL  60637. 
Fee:  $150.  Reg.  Limit:  500.  Credit:  Category  1:18  hours. 
Contact:  Marlene  Goldberg.  Phone;  (312)  702-1056. 

Infectious  Disease 

Viral  Hepatitis — Type  B 

For:  Interested  physicians.  Lecture.  May  3.  DeKalb,  IL. 
Sponsor:  Kishwaukee  Community  Hospital,  Rt.  23  and 
Bethany  Road,  DeKalb.  IL  60115  Fee:  None.  Reg.  Limit: 
None.  Credit:  Category  1;  1 hour;  AAFP  Prescribed:  1 
hour.  Contact:  K.  Reddy,  M.D.  Phone:  (815)  756-1521, 
Ext.  3484. 

Internal  Medicine 

Diabetic  Neuropathy 

For:  Interested  physicians.  Lecture,  May  31,  DeKalb.  IL. 
Sponsor:  Kishwaukee  Community  Hospital,  Rt.  23  and 
Bethany  Road,  DeKalb.  IL  60115.  Fee:  None.  Reg.  Limit: 
None.  Credit:  Category  1;  1 hour.  Contact:  K.  Reddy.  M.D. 
Phone:  (815)  756-1521,  Ext.  3484, 

Obstetricians/Family  Practice 

Teratology  Conference:  The  Patient  at  Risk  for  Birth 
Defects — Physician  Responsibility  and  Liability 
For:  Interested  physicians.  Conference,  May  7,  Illinois 
Masonic  Medical  Center,  Chicago,  IL.  Sponsor:  Illinois 
Masonic  Medical  Center,  Reproductive  and  Medical  Genet- 
ics Section,  Department  of  OB/Gyn,  836  W.  Wellington. 
Chicago,  IL  60657.  Fee:  $100.  Reg.  Limit:  150.  Credit: 
Category  1:  8 hours.  Contact:  fanet  Dalzell.  Phone:  (312) 
883-7045. 

Pathology 

Pathology  of  the  Neuroendocrine  System 
For:  Pathologists.  Slide  seminar  and  annual  dinner.  May  9. 
Drake  Hotel.  Chicago.  Sponsor:  Chicago  Pathology  Soci- 
ety, c/o  Loretto  Hospital,  645  S.  Central  Ave.,  Chicago,  IL 
60644  and  Michael  Reese  Hospital  and  Medical  Center. 
Fee:  None.  Reg.  Limit:  None.  Credit:  Category  1;  2 hours 
for  Chicago  Pathology  Society  members  only.  Contact: 
Marshall  H,  Short,  M.D,  Phone:  (312)  626-4300,  Ext. 
5720. 

Psychiatry 

The  Psychiatric  Interview 

For:  Psychiatrists.  Course,  May  13-15,  Chicago.  Sponsor: 
University  of  Chicago,  Ofhee  of  CME,  5841  S.  Maryland. 
Box  139,  Chicago,  IL  60637.  Fee:  $375.  Reg.  Limit:  150. 
Credit:  Category  1:18  hours.  Contact:  Marlene  Goldberg. 
Phone:  (312)  702-1056. 

Substance  Abuse 

Physician's  Role  in  Recognizing  Substance  Abuse 

For:  Interested  physicians.  Lecture,  May  5,  Fishers  Restau- 


rant, Belleville.  IL.  Sponsors:  St.  Clair  County  Medical 
Society  and  Illinois  State  Medical  Society.  Fee:  None.  Reg. 
Limit:  None.  Credit:  Category  1:  1.5  hours.  Contact: 
Adrienne  Nouberian.  Phone:  (618)  397-7633. 

Physician’s  Role  in  Recognizing  Substance  Abuse/Pediatric 
Substance  Abuse/Diagnosis  and  Treatment  of  Cocaine 
Abuse 

For:  Interested  physicians.  Lecture.  May  25,  St.  Therese 
Medical  Center,  2615  W.  Washington.  Waukegan.  Illinois 
60085.  Sponsors:  St.  Therese  Medical  Center  and  Illinois 
State  Medical  Society  Reg.  Limit:  None.  Credit:  Category 
1;  3 hours.  Contact:  Marion  Henderson.  Phone:  (312) 

Surgery 

Low  Back  Pain 

For:  Interested  physicians.  Lecture.  May,  17.  DeKalb,  IL. 
Sponsor:  Kishwaukee  Community  Hospital,  Rt.  23  and 
Bethany  Road,  DeKalb,  IL  60115,  Fee:  None.  Reg.  Limit: 
None.  Credit:  Category  1:  1 hour;  AAFP  Prescribed:  1 
hour.  Contact:  K.  Reddy,  M.D.  Phone:  (815)  756-1521, 
Ext.  3484. 


June 

Obstetrics/Gynecology 

Obstetrics  and  Gynecology  Review  Course 
For:  OB/GYN’s.  Course,  June  13-18.  Chicago.  Sponsor: 
University  of  Chicago,  Center  for  Continuing  Medical 
Education,  5841  S.  Maryland.  Box  139,  Chicago.  IL  60637. 
Fee:  $550.  Reg.  Limit:  300.  Credit:  Category  1:  39  hours. 
Contact:  Marlene  Goldberg.  Phone:  (312)  702-1056. 

Ophthalmology 

Corneal  Surgery  for  the  Anterior  Segment  Surgeon;  Hands- 
On  Workshop 

For:  Ophthalmologists.  Workshop.  June  24-25,  Chicago. 
Sponsor:  The  Cornea  Service,  Dept,  of  Ophthalmology, 
Rush-Presbyterian-St.  Luke’s  Medical  Center,  1753  W. 
Congress  Parkway,  Chicago,  IL  60612.  Fee:  $300.  Reg. 
Limit:  100.  Credit:  Category  1:16  hours.  Contact:  Victoria 
O’Sullivan,  University  Office  of  CME.  600  S.  Paulina, 
Chicago.  IL  60612.  Phone;  (312)  942-7119. 

Contact  Lens  Fitting  Course 

For:  Ophthalmologists.  Course,  June  3.  University  of  Illi- 
nois Hospital.  Eye  & Ear  Inhrmary,  Chicago.  Sponsor: 
University  of  Illinois  College  of  Medicine,  Dept,  of  Ophthal- 
mology, 912  S.  Wood,  Chicago,  IL  60612,  Fee:  $150.  Reg. 
Limit:  200.  Credit:  Category  1:  pending.  Contact:  Confer- 
ence Registrar.  Phone:  (312)  996-5225. 

Otolaryngology 

Endoscopic  Sinus  Surgery  Workshop 

For:  Otolaryngologists.  Workshop,  June  17-18,  Chicago. 
Sponsor:  University  of  Chicago  School  of  Medicine,  Office 
of  Continuing  Medical  Education,  5841  S.  Maryland,  Box 
139,  Chicago,  IL  60637.  Fee:  To  be  determined.  Reg. 
Limit:  60.  Credit:  Category  1:  To  be  determined.  Contact: 
Marlene  Goldberg.  Phone:  (312)  702-1056. 

Pathology 

Seminar  on  New  Technology 

For:  Pathologists.  Lecture,  June  13,  Drake  Hotel.  Chicago. 
Sponsor:  Chicago  Pathology  Society,  c/o  Loretto  Hospital, 
645  S.  Central  Ave.,  Chicago.  IL  60644  and  Michael  Reese 
Hospital  and  Medical  Center.  Fee:  None.  Credit:  Category 
1:  2 hours  for  Chicago  Pathology  Society  members  only. 
Contact:  Marshall  H.  Short,  M.D.  Phone:  (312)  626-4300. 
Ext.  5720.  i 


LIBRIUM® 

chlordiazepoxide  HCI/Roche  (W 
5-mg,  10-mg,  25-mg  capsules 
Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Management  of  anxiety  disorders: 
short-term  relief  of  anxiety  symptoms,  acute  alcohol 
withdrawal  symptoms,  preoperative  apprehension 
and  anxiety.  Usually  not  required  for  anxiety  or 
tension  associated  with  stress  of  everyday  life.  Effi- 
cacy beyond  four  months  not  established  by 
systematic  clinical  studies.  Periodic  reassessment  of 
therapy  recommended. 

Contraindications:  Known  hypersensitivity  to  the 
drug. 

Warnings:  Warn  patients  that  mental  and/or 
physical  abilities  required  for  tasks  such  as  driving  or 
operating  machinery  may  be  impaired,  as  may  be 
mental  alertness  in  children,  and  that  concomitant 
use  with  alcohol  or  CNS  depressants  may  hove  an 
additive  effect.  Though  physical  and  psychological 
dependence  hove  rarely  been  reported  on 
recommended  doses,  use  caution  in  administering 
to  addiction-prone  individuals  or  those  who  might 
increase  dosage.  Withdrawal  symptoms  (including 
convulsions)  reported  after  abrupt  cessation  of 
extended  use  of  excessive  doses  are  similar  to  those 
seen  with  barbiturates.  Milder  symptoms  reported 
infrequently  when  continuous  therapy  is  abruptly 
ended.  Avoid  abrupt  discontinuation:  gradually 
taper  dosage. 

Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided 
because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several 
studies.  Consider  possibility  of  pregnancy 
when  instituting  therapy;  advise  patients 
to  discuss  therapy  it  they  intend  to  or  do 
become  pregnant. 

Precautions:  In  the  elderly  and  debilitated,  and  in 
children  over  six  limit  to  smallest  effective  dosage 
(initially  10  mg  or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as  needed  and 
tolerated.  Not  recommended  in  children  under  six. 
Though  generolly  not  recommended,  if  combina- 
tion therapy  with  ather  psychotropics  seems 
indicated,  carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothiazines. 
Observe  usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function.  Paradoxical  reactions 
(e.g..  excitement  stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  chiidren.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with  evi- 
dence of  impending  depression:  suicidal  tenden- 
cies may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood  coagulation 
have  been  reported  very  rarely  in  patients 
receiving  the  drug  and  oral  anticoagulants:  causal 
relationship  has  not  been  established  clinically.  Due 
to  isolated  reports  of  exacerbation,  use  with  caution 
in  patients  with  porphyria. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasion- 
ally observed  at  the  lower  dosage  ranges.  In  a few 
instances  syncope  has  been  reported.  Also 
encountered  are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased 
and  decreased  libido-all  infrequent  and  generally 
controlled  with  dosage  reduction:  changes  in  EEG 
patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasionally, 
making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for  maximum 
beneficial  effects.  Oral-Adults  Mild  and  moderate 
anxiety  disorders  and  symptoms,  5 or  10  mg  t.I.d.  or 
q.I.d.:  severe  states,  20  or  25  mg  t.i.d.  or  q.I.d 
Geriatric  patients:  5 mg  bid.  to  q.I.d.  (See 
Precautions.) 

Supplied:  Librium'®  (chlordiazepoxide  HCI/Roche) 
Capsules.  5 mg,  10  mg  and  25  mg- bottles  of  100 
and  500:  Tel-E-Dose“"  packages  of  100.  available  in 
boxes  of  4 reverse-numbered  cards  of  25,  and  in 
boxes  containing  10  strips  of  10.  Libritabs® 
(chlordiazepoxide/Roche)  Tablets.  5 mg  and  10  mg- 
bottles  of  100  and  500: 25  mg- bottles  of  100.  With 
respect  to  clinical  activity,  capsules  and  tablets  are 
indistinguishable. 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 
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Nobody  does  it  better. 
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Please  see  adjacent  page  for  summary  of  product  information. 


THE  INFORMED  PHYSICIAN 


The  informed  physician  knows  what  questions  to  ask,  what  issues  to  resolve  and  when  to  consult  Ah 

ATTORNEY,  ACCOUNTANT  OR  ACTUARY  WHEN  CONSIDERING  CONTRACTING  WITH  ALTERNATIVE  DELIVERY  SYSTEMS 

The  isms  Office  of  Contractual  Services  presents  “The  Informed  Physician”  as  an  educational 

TOOL  DESIGNED  TO  ILLUSTRATE.  THROUGH  REAL-LIFE  SITUATIONS,  THE  SIGNIFICANT  LEGAL  AND  ECONOMIC  ISSUEE 
WHICH  FREQUENTLY  ACCOMPANY  CONTRACTS  FOR  THE  DELIVERY  OF  HEALTH  CARE,  AND  TO  ALERT  PHYSICIANS  01 
WAYS  IN  WHICH  CONTRACTS  MAY  AFFECT  THE  PRACTICE  OF  MEDICINE. 

Double  Jeopardy 

ByJudee  Gallagher,  J.D. /Chicago 


Your  contract  with  an  HMO,  PPO 
or  IPA  includes  an  obligation  to 
honor  the  organization’s  utilization 
review  program.  If  you  clear  all  the 
hurdles  (which  may  be  numerous), 
obtain  prior  authorization  for 
referrals,  inpatient  admissions,  cer- 
tain outpatient  care  and  a myriad  of 
specific  procedures,  and  follow  the 
PPO  protocols,  you  may  feel  secure 
that  you  will  be  paid  for  your  ser- 
vices. After  all,  if  you  recommend 
certain  tests  and  the  PPO  autho- 
rizes them,  the  PPO  has  given  its 
stamp  of  approval:  the  tests  are 
“medically  necessary.” 

Generally  speaking,  this  determi- 
nation means  that  according  to  the 
PPO’s  severity  of  illness  criteria, 
your  patient’s  symptoms  indicate 
that  the  tests  are  warranted.  Practi- 
cally speaking,  it  means  that  your 
patient  will  not  have  to  pay  for  the 
tests  and  that  you  will  be  paid  by  the 
PPO.  Or  will  you?  Absolute  state- 
ments about  payment  issues  in 
many  alternative  delivery  system 
contracts  are  illusory.  It  is  certain, 
however,  that  if  you  administered 
tests  which  the  PPO  concluded 
were  “medically  unnecessary”  the 
PPO  would  not  pay  you.  Additional- 
ly, the  PPO  may  prohibit  you  from 
billing  the  patient. 

After  examining  test  results  and 
obtaining  prior  authorization  from 
the  PPO,  suppose  you  admitted 
your  patient  to  the  hospital  for 
treatment.  Your  patient  was  ready 
to  leave  the  hospital  by  the  end  of 
the  PPO’s  “length  of  stay”  assign- 
ment, so  you  did  not  have  to  pursue 
an  extended  stay  authorization. 
Because  of  your  patient’s  stable 
condition,  you  were  able  to  bypass 
prior  authorization  for  home  health 


or  skilled  nursing  home  care.  All  in 
all,  you  have  rendered  care  within 
the  standards  of  your  profession 
and  have  tried  your  best  to  contain 
costs. 

Will  you  be  paid  by  the  PPO  for 
your  services?  Maybe.  The  PPO  did 
determine  that  the  care  was  “medi- 
cally necessary”  during  prior  autho- 
rization. But  payment  is  still  not 
certain.  Your  PPO’s  cost  contain- 
ment program  includes  retrospec- 
tive or  “after  the  fact”  review. 
Some  contracts  specifically  provide 
that  prior  authorization  does  not 
guarantee  payment  if  a retroactive 
denial  of  “medically  necessary”  is 
made  during  retrospective  review. 
Other  contracts  put  it  this  way: 
“PPO  shall  conduct  retrospective 
review  of  all  claims  to  verify  that  the 
care  rendered  was  both  appropriate 
and  rendered  at  the  most  appropri- 
ate level  of  care.”  Many  contracts 
simply  name  retrospective  review  as 
part  of  their  cost  containment  pro- 
gram, leaving  the  door  open  for  a 
second  look  at  whether  the  care 
rendered  was  “medically  neces- 
sary,” and  a second  opportunity  to 
deny  payment  for  services. 

If  the  contract  specifically  states, 
as  some  do,  that  retrospective 
review  is  confined  to  quality  assur- 
ance and  will  not  jeopardize  pay- 
ment for  pre-authorized  services, 
you  have  good  reason  to  expect 
payment  for  those  services.  In  con- 
sidering any  contract,  it  is  impor- 
tant to  view  it  as  a whole.  The  best 
payment  schedule  may  not  be  worth 
the  instability  created  by  a system 
which  allows  retroactive  payment 
denials.  Remember:  all  terms  are 
negotiable,  not  only  price. 

Because  you’re  an  informed  phy- 


sician who  recognizes  the  complex 
issues  involved  in  contracts  for  the 
delivery  of  medical  care,  your  first 
step  is  to  send  the  contract  offered 
you  or  your  IPA  to  the  ISMS  Office 
of  Contractual  Services.  As  a mem- 
bers only  service,  the  office  will  pro- 
vide you  objective  comments  on  any 
HMO,  PPO  or  IPA  contract  for  the 
nominal  fee  of  $100.  Contract 
reviews  highlight  “standard  of 
care,”  compensation  and  insurance 
issues,  and  pinpoint  ambiguous  lan- 
guage and  inconsistent  or  contra- 
dictory provisions. 

The  review  is  a basic  tool  to  help 
understand  the  contract.  It’s  a good; 
first  step,  but  never  a substitute  for 
careful  reading  of  the  contract 
itself.  It’s  not  legal  advice  and  the 
office  cannot  recommend  that  any 
contract  is  good  or  bad  and  should 
or  shouldn’t  be  signed.  Each  physi- 
cian (or  physician’s  corporation  or 
partnership)  must  make  that  deci- 
sion. The  informed  physician’s  per- 
sonal attorney  and  accountant  must 
be  consulted  before  decisions  are 
made. 

Your  attorney  has  undoubtedly 
explained  that  when  you  are  consid- 
ering an  Individual  Participation 
Agreement  with  an  HMO,  PPO  or 
IPA  you  may  not  band  together 
with  other  physicians  to  negotiate 
the  contract  collectively,  because 
that  violates  antitrust  laws.  You  can, 
however,  individually  negotiate 
your  own  contract  by  yourself  or 
with  your  personal  attorney  or 
financial  advisor.  A 


Judee  Gallagher,  J.D.,  is  a Chicago  private 
practice  attorney  retained  by  the  ISMS 
Office  of  Contractual  Services  since  1985. 
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CONTRACT 

REVIEWS 


HMO 

PPO 

IPA 


Before 

you 

sign, 

negotiate 

Before 

you 

negotiate, 

review 


e ISMS  Office  of  Contractual  Services  reviews  HMO,  PPO  and  IPA  contracts 
members.  The  cost  is  $100  per  review. 

views  do  not  constitute  legal  advice.  They  provide  a working  document  which 
blights  key  issues,  such  as  malpractice  coverage,  reimbursement  concerns 
i practice  limitations. 

• further  information  contact: 

Vis  Office  of  Contractual  Services 
/enty  North  Michigan  Ave.,  Suite  #700 
licago,  Illinois  60602 

2)  782T654  or  (800)  782'ISMS 


Here 
Today. 
Here 

Tomorrow. 

Today,  most  commercial 
professional  liability  insurers  have  abandoned  the 
Illinois  market.  But  there's  still  one  company  writing 
malpractice  coverage  up  to  $2  million  per  incident 
with  a $4  million  aggregate— the  Illinois  State  Medi- 
cal Inter-Insurance  Exchange. 


The  Exchange  is  the  only  malpractice 
insurer  in  Illinois  that  is  owned  and  oper- 
ated by  physicians.  As  such,  we  are 
totally  committed  to  meeting  the  insur- 
ance needs  of  our  policyholders.  And  we 
intend  to  be  there  as  long  as  they  need  us. 

Despite  the  recent  explosion  in  medical 
malpractice  litigation,  the  Exchange  re- 
mains in  good  shape  financially.  Much  of 
our  success  can  be  attributed  to  the 
willingness  of  the  company's  physician 
directors  to  make  tough  decisions — deci- 
sions like  the  switch  to  a "claims-made" 
policy  form...  the  setting  of  adequate  pre- 
mium levels... and  the  strengthening  of 
standards  for  renewing  coverage  and 
accepting  new  policyholders. 

In  the  continually  changing  liability  cli- 
mate, the  Exchange's  directors  will  con- 
tinue to  make  the  sound  business  deci- 
sions necessary  to  ensure  the  company's 
long-term  financial  stability.  But  as  physi- 
cians themselves,  they  also  will  be  mak- 
ing those  decisions  from  a policyholder's 
perspective.  And  that  will  translate  into 
the  best  possible  insurance  coverage 
available,  including... 

. . . aggressive  defense  of  frivolous  claims; 

...policyholder  participation  in  any  deci- 
sion to  settle  a claim  or  suit; 


...peer  review  of  an  adverse  underwrit- 
ing or  claim  decision; 

...help  for  policyholders  in  avoiding  the 
situations  that  can  lead  to  suits;  and 

...premium  rates  that  fairly  reflect  the 
risks  inherent  to  the  physician's  own 
practice. 

As  a company  owned  and  operated  by 
physicians,  the  Exchange  exists  solely  for 
the  benefit  of  its  policyholders.  Some 
9,000  physicians  in  Illinois  are  depending 
upon  us.  And  we  don't  intend  to  let  them 
down. 


Illinois  State 

ILLINOIS  STATE  Medical 


MEDICAL 


INTER- 

INSURANCE 

EXCHANGE 


Inter-Insurance 
Exchange 
Twenty  North 
Michigan  Avenue 
Suite  700 
Chicago,  IL  60602 
(312)  782-2749 
(800)  782-ISMS 
(Toll-Free) 


Specialized  ulcer  therapy 


When  advancing  age 
signals  reduced 
acid  secretion 


If  your  duodenal  ulcer  patient  is  over  55,  decreased 
mucosal  resistance  is  more  likely  to  cause  an  ulcer  than 
hypersecretion  of  acid-pepsin.'  A tendency  toward  lower 
acid  secretion  with  advancing  age  has  been  shown,^-^ 


Declining  gastric  secretion  and  age^ 


Age  Group 


CARAFATE®  (sucralfate/Marion)  makes  sense  as 
initial  ulcer  therapy  for  the  elderly  Carafate  provides  ulcer 


healing  rates  comparable  to  Hj  antagonists  without  the 
risk  of  systemic  side  effects  or  drug  interactions— an  impor- 
tant benefit  for  older  patients. 

The  unique,  nonsystemic  action  of  Carafate  enhances 
the  body's  own  ulcer  healing  ability,  strengthening  the  muco- 
sal structure  as  it  protects  damaged  tissue  from  further  injury 

When  advancing  age  signals  reduced  acid  secretion, 
choose  the  specialized  ulcer  therapy  of  safe,  nonsystemic 
Carafate. 


Nothing  works  like 


ARAFATE 

sucralfate/Marion 


Please  see  adjoining  page  for  references  and  brief  summary  of  prescribing  information 

1595H7 


BRIEF  SUMMARY 
CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate, 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease  While  short- 
term treatment  with  sucralfate  can  result  in  complete  heal- 
ing of  the  ulcec  a successful  course  of  treatment  with  sucralfate 
should  not  be  expected  to  alter  the  post-healing  frequency 
or  severity  of  duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that 
the  simultaneous  administration  of  CARAFATE  with  tetracy- 
cline, phenytoin,  or  cimetidine  will  result  in  a statistically  sig- 
nificant reduction  in  the  bioavailability  of  these  agents.  This 
interaction  appears  to  be  nonsystemic  in  origin,  presumably 
resulting  from  these  agents  being  bound  by  CARAFATE  in 
the  gastrointestinal  tract.  The  bioavailability  of  these  agents 
may  be  restored  simply  by  separating  the  administration  of 
these  agents  from  that  of  CARAFATE  by  two  hours.  The 
clinical  significance  of  these  animal  studies  is  yet  to  be  defined. 

Carcinogenesis,  Mutagenesis,  Impairment  of 
Fertility;  No  evidence  of  drug-related  tumorigenicity  was 
found  in  chronic  oral  toxicity  studies  of  24  months'  duration 
conducted  in  mice  and  rats  at  doses  up  to  1 gm/kg  (1 2 times 
the  human  dose),  A reproduction  study  in  rats  at  doses  up  to 
38  times  the  human  dose  did  not  reveal  any  indication  of 
fertility  impairment  Mutagenicity  studies  have  not  been 
conducted 

Pregnancy:  Pregnancy  Category  B Teratogenicity  stud- 
ies have  been  performed  in  mice,  rats,  and  rabbits  at  doses 
up  to  50  times  the  human  dose  and  have  revealed  no  evi- 
dence of  harm  to  the  fetus  due  to  sucralfate  There  are, 
however,  no  adequate  and  well-controlled  studies  in  preg- 
nant women.  Because  animal  reproduaion  studies  are  not 
always  predictive  of  human  response,  this  drug  should  be 
used  during  pregnancy  only  if  clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is 
excreted  in  human  milk.  Because  many  drugs  are  excreted  in 
human  milk,  caution  should  be  exercised  when  sucralfate  is 
administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have 
not  been  established 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor 
and  only  rarely  led  to  discontinuation  of  the  drug.  In  studies 
involving  over  2,500  patients,  adverse  effects  were  reported 
in  121  (4,7%).  Constipation  was  the  most  frequent  com- 
plaint (2  2%).  Other  adverse  effects,  reported  in  no  more 
than  one  of  every  350  patients,  were  diarrhea,  nausea,  gas- 
tric discomfort,  indigestion,  dry  mouth,  rash,  pruritus,  back 
pain,  dizziness,  sleepiness,  and  vertigo. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 
gm  four  times  a day  on  an  empty  stomach 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain 
but  should  not  be  taken  within  one-half  hour  before  or  after 
sucralfate 

While  healing  with  sucralfate  may  occur  during  the  first 
week  or  two,  treatment  should  be  continued  for  4 to  8 
weeks  unless  healing  has  been  demonstrated  by  x-ray  or 
endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  pink  tablets  are  supplied  in  bot- 
tles of  100  and  in  Unit  Dose  Identification  Paks  of  100  The 
tablets  are  embossed  with  MARION/1712.  Issued  3/84 
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Illinois  Society  of 
Medical  Assistants 

Thirty-Second 
Annual  Meeting 

By  Carol  Ann  Gasiorek/Norridge 


The  32nd  annual  meeting  of  the 
Illinois  Society  of  Medical  Assis- 
tants, hosted  by  the  Northwest 
Cook  Chapter,  will  be  held  at  the 
Westin  O’Hare  Hotel  in  Rosemont, 
Illinois  on  April  28-May  I,  1988. 
The  theme  for  this  year’s  meeting  is 
“Superb  Educational  X-tras’’  and 
activities  include  the  annual  meet- 
ing of  the  Illinois  Society  plus 
extensive  continuing  educational 
sessions. 

The  official  convention  opening 
begins  at  8:00p.m.  on  Thursday 
with  a ribbon  cutting  ceremony. 
This  will  be  followed  by  a welcome 
party  and  a campaign  display  where 
members  can  meet  the  candidates. 

The  1988  House  of  Delegates 
will  convene  at  9:00a.m.  on  Friday, 
April  29.  A number  of  issues  will  be 
brought  before  the  House  for  dis- 
cussion and  voting.  Members  will 
have  an  opportunity  to  express 
their  opinions  and  comments  at  ref- 
erence committee  meetings  during 
the  mid-morning  break.  Those  eligi- 
ble will  vote  after  those  meetings 
have  concluded.  The  House  will 
reconvene  at  2:30  p.m.  and  adjourn 
at  approximately  5:00  p.m. 

The  President’s  Dinner  will  begin 
at  7:30  p.m.  with  Cheryl  Hutchison, 
CMA,  presiding. 

Educational  programs  will  be 
offered  Saturday  and  will  feature 
the  following  topics: 

□ Depression 

William  A.  Scheftner,  M.D. 

□ Anxiety  and  Panic  Disorders 
Sushil  Bagri,  M.D. 

□ Sexual  Dysfunctions 
Speaker  to  be  announced 

□ Transsexuals:  Constructive 
and  Reconstructive  Surgery, 


Endocrinology  and  Psychiat- 
ric Evaluation 
Jack  Berger,  M.D. 

□ Marital  Disharmony 
Speaker  to  be  announced 

□ Cross-Cultural  Psychiatry, 
Unusual  Aspects 

Jack  Berger,  M.D. 

□ Dream  Interpretations 

K.  Johansen,  M.S.  W.,  and  Dan- 
iel Bindley,  Jr.,  Ph.D. 

The  annual  awards  luncheon  will 
take  place  on  Saturday.  The  inaugu- 
ral banquet  will  be  held  Saturday 
evening  with  cocktails  at  6:30  p.m. 
and  dinner  at  7:30  p.m. 

The  new  executive  committee 
will  meet  Sunday  at  8:00  a.m.  The 
farewell  brunch  will  be  presented  at 
9:00  a.m.  by  the  1989  convention 
committee.  Rock  Island  Chapter. 
The  convention  will  close  with  a 
council  meeting  at  11:00  a.m. 

Exhibits,  arts  and  crafts,  history 
books  and  chapter  publications  will 
be  on  display  throughout  the  four- 
day  convention. 

We  would  like  to  express  appreci- 
ation to  the  Northwest  Cook  Chap- 
ter for  the  time  and  effort  devoted 
to  hosting  the  1988  Annual  Meet- 
ing and  to  wish  them  every  suc- 
cess. 

For  registration  forms  for  the 
32nd  annual  convention,  please 
contact:  Carol  Ann  Gasiorek,  con- 
vention co-chairperson,  4935 
North  Sunrise  Lane,  Norridge,  IL 
60656  or  Carole  Wieczorek,  CMA- 
C,  convention  co-chairperson,  15 
Bar  Harbour  Road,  ^3A,  Schaum- 
burg, IL  60193.  i 


152 


Illinois  Medical  Journal 


The  World’s 
AAost  Popular  K 

Slow-lC 

potassium  chloride 
^ow-retecise  tablets 

8 mEq  (600  mg) 

It  means  dependability”  in  almost  any  Uingua^ 

* Based  on  worldwide  sales  data  on  file,  CIBA  Pharmaceutical  Company. 

Capsule  or  tablet  slow-release  potassium  chloride  preparations  should  be  reserved  for  patients 
who  canriot  tolerate,  refuse  to  take,  or  have  compliance  problems  with  liquid  or  effervescent 
potassium  preparations  because  of  reports  of  intestinal  and  gastric  ulceration  and  bleeding 

with  slow-release  KCI  preparations. 

Before  prescribing,  please  consult  Brief  Prescribing  Information  on  next  page. 


188,  CIBA. 


CIBA 


128-3568-A 


The  World’s 
Most  Popular  K 

For  good  reasons 

It  works— a 12-year  record  of  efficacy' 

It^S  safe— unsurpassed  by  any  other  KCI  tablet  or  capsule^* 

If  S acceptable  vs  liquids-greater  palatability  fewer  GI  complaints, 
lower  incidence  of  nausea^ 

Ifs  comparable  to  10  mEq— in  low-dosage  supplementation^' 

Ifs  economical— less  expensive  than  all  other  leading  KCI  slow-release 
supplements  on  a per  tablet  cost  to  the  patient ' 

Slow-K 

potassium  chloride 
slow-release  tablets  8mEq(6ooms) 

For  patients  who  can't  or  won't  tolerate  liquid  KCI. 

‘The  most  common  adverse  reactions  to  potassium  salts  are  gastrointestinal  side  effects. 
tPooled  mean  serum  potassium  following  oral  administration  of  30  mEq  K-Tab 
compared  to  24  mEq  Slow-K  in  diuretic-treated  hypertensives  (n  20)  over  8 weeks. 


References:  1.  Data  on  file.  CIBA  Pharmaceutical  Company  2.  Skoutakis 
VA,  Acchiardo  SR,  Woiciechowski  NJ,  et  al  Liquid  and  solid  potassium 
chloride  Bioavailabilityand  safety  PAamacotherap/ 1980,4(6)  392-397 
3.  Skoutakis  VA,  Carter  CA,  Acchiardo  SR  Therapeutic  assessment  of 
Slow-K  and  K-Tab  potassium  chloride  formulations  in  hypertensive 
patients  treated  with  thiazide  diuretics  Drug  Intell  Clin  Pharm 
1987:21  436-440 


Slow-K' 

otassium  chloride  USP 
low-Release  Tablets 
8 mEq  (600  mg) 

BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  SEE 
PACKAGE  INSERT) 

INDICATIONS  AND  USAGE 

BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARA- 
TIONS. THESE  DRUGS  SHOULD  BE  RESERVED  FOR  THOSE  PATIENTS 
WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EFFERVES- 
CENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE 
IS  A PROBLEM  OF  COMPLIANCE  WITH  THESE  PREPARATIONS 

1 For  therapeutic  use  in  patients  with  hypokalemia  with  or  without  meta- 
bolic alkalosis:  in  digitalis  intoxication  and  in  patients  with  hypokalemic 
familial  periodic  paralysis 

2 For  prevention  of  potassium  depletion  when  the  dietary  intake  of  potas- 
sium IS  inadequate  in  the  following  conditions:  patients  receiving  digitalis 
and  diuretics  for  congestive  heart  failure,  hepatic  cirrhosis  with  ascites, 
states  of  aldosterone  excess  with  normal  renal  function,  potassium-losing 
nephropathy:  and  certain  diarrheal  states 

3 The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncompli- 
cated essential  hypertension  is  often  unnecessary  when  such  patients  have 
a normal  dietary  pattern  Serum  potassium  should  be  checker)  periodically, 
however,  and  if  hypokalemia  occurs,  dietary  supplementation  with  potas- 
sium-containing foods  may  be  adequate  to  control  milder  cases  In  more 
severe  cases  supplementation  with  potassium  salts  may  be  indicated 
CONTRAINDICATIONS 

Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia, 
since  a further  increase  in  serum  potassium  concentration  in  such  patients 
can  produce  cardiac  arrest.  Hyperblemia  may  complicate  any  of  the  follow- 
ing conditions  chronic  renal  failure,  systemic  acidosis  such  as  diabetic 
acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic 
(e  g , spironolactone,  triamterene)  (see  OVERDOSAGE) 

All  solid  dosage  forms  of  potassium  supplements  are  contraindicated  in 
any  patient  in  whom  there  is  cause  tor  arrest  or  delay  in  tablet  passage 
through  the  gastrointestinal  tract  In  these  instances,  potassium  supple- 
mentation should  be  with  a liquid  preparation  Wax-matrix  potassium  chlo- 
ride preparations  have  produced  esoptiageal  ulceration  in  certain  cardiac 
patients  with  esophageal  compression  due  to  an  enlarged  left  atrium 
WARNINGS 

Hyperkalemia  (See  OVERDOSAGE). 

In  patients  with  impaired  mechanisms  for  excreting  potassium,  the  admin- 
istration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest 
This  occurs  most  commonly  in  patients  given  potassium  by  the  intravenous 
route  but  may  also  occur  in  patients  given  potassium  orally  Potentially  fatal 
hyperkalemia  can  develop  rapidly  and  be  asymptomatic 
The  use  of  potassium  salts  in  patients  with  chronic  renal  disease,  or  any 
other  condition  which  impairs  potassium  excretion,  requires  particularly 
careful  monitoring  of  the  serum  potassium  concentration  and  appropriate 
dosage  adiustment 


CIBA 


fnferacfion  With  Potassium-Sparing  Diuretics 

Hypokalemia  should  not  be  treated  by  the  cohcomitant  administration  of 

potassium  salts  and  a potassium-sparing  diuretic  (e  g . spironolactone  or 

triamterene),  since  the  simultaneous  administration  of  these  agents  can 

produce  severe  hyperkalemia 

Gastrointestinal  Lesions 

Potassium  chloride  tablets  have  produced  stenotic  and  or  ulcerative  lesions 
of  the  small  bowel  and  deaths  These  lesions  are  caused  by  a high  localized 
concentration  of  potassium  ion  in  the  region  of  a rapidly  dissolving  tablet, 
which  iniures  the  bowel  wail  and  thereby  produces  obstruction,  hemor- 
rhage, or  perforation  Slow-K  is  a wax-matrix  tablet  formulated  to  provide  a 
controlled  rale  ol  release  of  potassium  chloride  and  thus  to  minimize  the 
possibility  of  a high  local  concentration  of  potassium  ion  near  the  bowel 
wall  While  the  reported  frequency  of  small-bowel  lesions  is  much  less  with 
wax-matrix  tablets  (less  than  one  per  100.000  patient-years)  than  with 
enteric-coated  potassium  chloride  tablets  (40-50  per  fOO.OOO  patient- 
years)  cases  associated  with  wax-matrix  tablets  have  been  reported  both  in 
foreign  countries  and  in  the  United  States  In  addition,  perhaps  because  the 
wax-matrix  preparations  are  not  enteric-coated  and  release  potassium  in  the 
stomach,  there  have  been  reports  of  upper  gastrointestinal  bleeding  asso- 
ciated with  these  products  The  total  number  ol  gastrointestinal  lesions 
remains  approximately  one  per  100,000  patient-years  Slow-K  should  be 
discontinued  immediately  and  the  possibility  of  bowel  obstruction  or  perfo- 
ration considered  it  severe  vomiting,  abdominal  pain,  distention,  or  gastro- 
intestinal bleeding  occurs 
Metabolic  Acidosis 

Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  ci- 
trate, or  potassium  acetate 

PRECAUTIONS 

General: 

The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating 
hypokalemia  in  a patient  with  a clinical  history  suggesting  some  cause  lor 
potassium  depletion  In  interpreting  the  serum  potassium  level,  the  physi- 
cian should  bear  in-mind  that  acute  alkalosis  perse  can  produce  hypokale- 
mia in  the  absence  ot  a deticit  in  total  body  potassium,  while  acute  acidosis 
per  se  can  increase  the  serum  potassium  concentration  into  the  normal 
range  even  in  the  presence  of  a reduced  total  body  potassium 
Information  tor  Patients 

Physicians  should  consider  reminding  the  patient  of  the  following 
To  take  each  dose  without  crushing,  chewing,  or  sucking  the  tablets 
To  take  this  medicine  only  as  directed  This  is  especially  important  if  the 
patient  is  also  taking  both  diuretics  and  digitalis  preparations 
To  check  with  the  physician  if  there  is  trouble  swallowing  tablets  or  if  the 
tablets  seem  to  stick  in  the  throat. 

To  check  with  the  doctor  at  once  it  tarry  stools  or  other  evidence  of 
gastrointestinal  bleeding  is  noticed 

Laboratory  Tests 

Regular  serum  potassium  determinations  are  recommended  In  addition, 
during  the  treatment  ol  potassium  depletion,  careful  attention  should  be 
paid  to  acid-base  balance,  other  serum  electrolyte  levels,  the  electrocardio- 
gram, and  the  clinical  status  of  the  patient,  particularly  in  the  presence  of 
cardiac  disease,  renal  disease,  or  acidosis. 

Drug  Interactions 

Potassium-sparing  diuretics:  see  WARNINGS 

Carcinogenesis,  Mutagenesis.  Impairment  ol  Fertility 

Long-term  carcinogenicity  studies  in  animals  have  not  been  performed 

Pregnancy  Category  C 

Animal  reproduction  studies  have  not  been  conducted  with  Slow-K  It  is  also 
not  known  whether  Slow-K  can  cause  fetal  harm  when  administered  to  a 
pregnant  woman  or  can  atfect  reproduction  capacity  Slow-K  should  be 
iven  to  a pregnant  woman  only  if  clearly  needed 

ursing  Mothers 

The  normal  potassium  ion  content  of  human  milk 'S  about  13  mEq'L  It  is  not 
known  it  Slow-K  has  an  effect  on  this  content  Caution  should  be  exercised 
when  Slow-K  is  administered  to  a nursing  woman 


Pediatric  Use 

Safety  and  effectiveness  m children  have  not  been  established 

ADVERSE  REACTIONS 

One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAIN 
CATIONS,  WARNINGS,  and  OVERDOSAGE^I  There  also  have  been  rept 
ol  upper  and  lower  gastrointestinal  conditions  including  obstruction,  ble 
mg,  ulceration,  and  perforation  (see  CONTRAINDICATIONS  and  WAI 
INGS);  other  lectors  known  to  be  associated  with  such  conditions  Vi 
present  in  many  of  these  patients 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  naus 
vomiting,  abdominal  discomfort,  and  diarrhea  These  symptoms  are  dui 
irritation  of  the  gastrointestinal  tract  and  are  best  managed  by  taking 
dose  with  meals  or  reducing  the  dose 
Skin  rash  has  been  reported  rarely 
OVERDOSAGE 

The  administration  of  oral  potassium  salts  to  persons  with  normal  excret 
mechanisms  for  potassium  rarely  causes  serious  hyperkalemia  Howeve 
excretory  mechanisms  are  impaired  or  if  potassium  is  administered  ‘ 
rapidly  intravenously,  potentially  fatal  hyperkalemia  can  result  (see  C( 
TRAINDICATIONS  and  WARNINGS)  It  is  important  to  recognize  that  hyp 
.kalemia  is  usually  asymptomatic  and  may  be  manifested  only  by 
increased  serum  potassium  concentration  (6  5-8,0  mEq  L)  and  characl 
istic  electrocardiographic  changes  (peaking  of  T waves,  loss  ot  P wa 
depression  ot  S-T  segment,  and  prolongation  ot  the  Q-T  interval),  L 
manifestations  include  muscle  paralysis  and  cardiovascular  collapse  fn 
cardiac  arrest  (9-12  mEq/L). 

Treatment  measures  for  hyperkalemia  include  the  following:  (1 ) elimii 
tion  of  foods  and  medications  containing  potassium  and  of  potassiu 
sparing  diuretics:  (2)  intravenous  administration  of  300-500  ml, 'hr  of  1( 
dextrose  solution  containing  10-20  units  of  insulin  per  1 ,000  ml:  (3)  corn 
lion  of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate,  (4)  use 
exchange  resins,  hemodialysis,  or  peritoneal  dialysis 
In  treating  hyperkalemia  in  patients  who  have  been  stabilized  on  digital 
too  rapid  a lowering  of  the  serum  potassium  concentration  can  prddt 
digitalis  toxicity 

DOSAGE  AND  ADMINISTRATION 

The  usual  dietary  intake  of  potassium  by  the  average  adult  is  40-80  mEq  | 
day  Potassium  depletion  sufficient  to  cause  hypokalemia  usually  requii 
the  loss  of  200  or  more  mEq  of  potassium  from  the  total  body  store  Dosa  I 
must  be  adjusted  to  the  individual  needs  of  each  patient  but  is  typically  ini 
range  of  20  mEq  per  day  for  the  prevention  of  hypokalemia  to  40-100  mEq 
more  per  day  for  the  treatment  of  potassium  depletion  Large  numbers 
tablets  should  be  given  in  divided  doses 
Note:  Slow-K  slow-release  tablets  must  be  swallowed  whole  and  ne\ 
crushed, chewed,  or  sucked 
HOW  SUPPLIED 

Tablets -600  mg  ot  potassium  chloride  (equivaleht  to  8 mEq)  round,  b 
colored,  sugar-coated  (imprinted  Slow-K)  ' 

Bottles  of  100  NDC  0083-0165-' 

Bottles  of  1000  NDC  0083-0165- ■ 

Consumer  Pack -One  Unit 

12Bottles-100tabletseach NDC  0083-0165-1 

Accu-Pak"  Unit  Dose  (Blister  pack) 

Box  of  100  (strips  of  10) NDC  0083-0165-. 

Do  not  store  above  86"F  (30X).  Protect  from  moisture  Protect  from  ligl 

Dispense  in  light,  light-resistant  container  (USP) 


Olst.  by: 

CIBA  Pharmaceutical  Company 
Division  ol  CIBA-GEIGY  Corporation 

Summit,  New  Jersey  07901  C87-31  (Rev  8 8 

CIBA  128-3568- 
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state  flag  of  Illinois 


ILLINOIS 

Rag  It. 

To  complete  your  prescription, 
be  sure  to  check  the 
“May  Not  Substitute”  box. 

This  “flags”  both  pharmacist  and  patient 
that  you  want  the  brand  to  be  dispensed. 
And  it  protects  your  decision. 


scored  tablets  ' 

2 mg  5 mg  10  mg 

The  one  you  know  best. 


ie  cut  out  "V"  design  is  a registered  trademark 
■ Roche  Products  Inc. 


SPECIAL  ARTICLE 


CMS  and  ISMS 
Merge  Insurance 
Programs 


There  is  a new  organization  on  the 
horizon  and  you  will  soon  be  seeing 
its  logo  coming  across  your  desk. 
The  organization  is  not  really  new; 
the  Physicians’  Benehts  Trust,  as  it 
is  called,  is  the  result  of  a merger  of 
the  Chicago  Medical  Society  Insur- 
ance Trust  with  the  beneht  insur- 
ance programs  of  the  Illinois  State 
Medical  Society. 

For  many  years,  the  two  societies 
sponsored  the  same  types  of  beneht 
plans  to  some  of  the  same  physician 
members.  Both  societies  offered 
major  medical,  disability,  term  life 
and  other  plans  to  Chicago  and 
Cook  County  physicians.  ISMS 
offered  their  programs  to  down- 
state  members  as  well.  Physicians 
were  solicited  by  both  organiza- 
tions. 

About  a year  ago,  the  leading 
members  of  the  two  organizations 
began  to  talk  about  combining  the 
programs.  They  began  to  learn  that 
by  doing  so,  both  organizations 
would  beneht,  but  more  important- 
ly, the  physician  members  would 
beneht.  By  combining  the  partici- 
pants and  premium  dollars  of  the 
insurance  programs,  it  would  be 
easier  to  negotiate  better  programs 
with  more  benehts  to  the  members 
than  both  organizations  could  do 
individually.  In  addition,  the  two 
organizations  were  competing  with 


Physicians’ 

BenefitsTrust 


sponsored  by  Chicoio  Medical  Society  & Illinois  Slate  Medical  Society 


each  other  for  participants  instead 
of  working  together  for  the  beneht 
of  the  members.  The  merger  would 
eliminate  this  and  reduce  costs  and 
decrease  duplication  of  efforts  for 
both  organizations. 

Thus,  the  Physicians’  Benehts 
Trust  was  born  and  will  begin  to 
offer  beneht  insurance  plans  to 
physician  members  throughout  Illi- 
nois. 

The  hrst  step  of  the  merger  was 
to  have  the  same  broker/adminis- 
trator, Gerald  J.  Sullivan  and  Asso- 
ciates, Inc.,  named  to  handle  the 
programs  of  the  Illinois  State  Medi- 
cal Society  and  the  Chicago  Medical 
Society  Insurance  Trust.  The 
administrators  went  to  work  imme- 
diately, familiarizing  themselves 
with  the  plans  and  negotiating  with 
insurance  companies  to  offer  the 
best  programs  possible. 

Meanwhile,  a new  Board  of 
Trustees  was  named,  with  Chicago 
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Medical  Society  appointing  six 
members  to  the  Board  and  Illinois 
State  Medical  Society  appointing 
three.  The  Chicago  Medical  Society 
Board  of  Trustees  appointed  Drs. 
Joan  E.  Cummings,  Arvind  K. 
Goyal,  Alan  M.  Hollett,  Arthur  R. 
Peterson,  Earl  N.  Solon,  and  M. 
LeRoy  Sprang.  The  Illinois  State 
Medical  Society  Board  of  Trustees 
appointed  Drs.  Raymond  A.  Dieter, 
Jr.,  Glen  Ellyn,  Alfred  J.  Kiessel, 
Decatur,  and  Michael  Snyder, 
Springfield  to  the  Board. 

With  the  new  Board  appointed, 
organizational  meetings  were  held 
to  approve  a new  trust  document, 
develop  a new  logo,  approve  a bud- 
get and  discuss  the  alternatives  for 
the  best  insurance  plans  available  at 
the  lowest  cost  to  members.  The 
administrators  have  developed  a 
plan  to  market  the  improved  pro- 
grams to  members  of  Chicago  Med- 
ical Society  and  Illinois  State  Medi- 
cal Society. 

Physician  members  will  begin  to 
receive  information  on  the  im-  - 
proved  plans  in  the  spring  of  this 
year.  The  trustees  of  the  Physicians’ . 
Benefits  Trust  and  the  leadership  of ' 
the  Chicago  Medical  Society  and ! 
Illinois  State  Medical  Society  urge 
you  to  take  a careful  look  at  these ; 
new  plans. 

ll 

il 

Illinois  Medical  Journal  j 


Introducing 


sponsored  by  Chicogo  Medical  Society  & Illinois  State  Medical  Society 


The  Best  of  Two  Respected  Protection  Programs 


Major  Medical 
Excess  Major  Medical 
Medicare  Supplement 
Hospital  Indemnity 


■ Dental 

■ Long  Term  Disability 

■ Term  Life 

■ Accidental  Death 
& Dismemberment 

■ Personal  Umbrella 


Office  Overhead 
Group  Practice  Major 
Medical,  Dental,  Life 
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I. 


A better  alternative 
for  hypertensives  who 
are  going  bananas... 


5pare  your  patients  the  extra  cost 
in  calories,  sodium  and  dollars. 

k 5pare  your  patients  the  rigors  of 
k dietary  h+ supplementation. 


25  mg  hydrochlorothiazide/50  mg  Triamterene/5hF 

Effective  antihypertensive’ 
therapy...without 
the  bananas 


DAW 

'CmZIDE'  AS  WAITTEn. 


Not  tor  initial  therapy.  See  brief  summary 


without  a history  of  aliergy  or  bronchial  asthma.  Possible 
exacerbation  or  activation  of  systemic  lupus  erythematosus  has 
been  reported  with  thiazide  diuretics. 

Precautions:  The  bioavailabiiity  of  the  hydrochlorothiazide 
component  of  Vyazide'  is  about  50%  of  the  bioavailabiiity  ol  the 
single  entity.  Theoretically,  a patient  transferred  from  the  single 
entities  of  triamterene  and  hydrochlorothiazide  may  show  an 
increase  in  blood  pressure  or  fluid  retention.  Similarly,  it  is  also 
possible  that  the  lesser  hydrochlorothiazide  bioavailabiiity  could 
lead  to  increased  serum  potassium  levels.  However,  extensive 
clinical  experience  with  ‘Dyazide ' suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice.  Angio- 
tensin-converting enzyme  (ACE)  inhibitors  can  elevate  serum 
potassium:  use  with  caution  with  'Dyazide '.  Do  periodic  serum 
electrolyte  determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral  fluids,  and  during 
concurrent  use  with  amphotericin  B or  corticosteroids  or 
corticotropin[ACTHjj.  Periodic  BUN  and  serum  creatinine 
determinations  should  be  made,  especially  in  the  elderly,  diabetics 
or  those  with  suspected  or  confirmed  renal  insufficiency. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with 
impaired  renal  function.  Thiazides  should  be  used  with  caution  in 
patients  with  impaired  hepatic  function.  They  can  precipitate  coma 
in  patients  with  severe  liver  disease.  Observe  regularly  for  possible 
blood  dyscrasias.  liver  damage,  other  idiosyncratic  reactions. 
Blood  dyscraws  have  been  reported  in  patients  receiving 
triamterene,  and  leukopenia,  thromboc^openia,  agranulocytosis, 
and  aplastic  and  hemolytic  anemia  have  been  reported  with 
thiazides.  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus.  The  effects  of  oral  anticoagulants  may  be  decreased 
when  used  concurrently  with  hydrochlorothiazide:  dosage 
adjustments  may  be  necessary.  Clinically  insignilicant  reductions 
in  arterial  responsiveness  to  norepinephrine  have  been  reported. 
Thiazides  have  also  been  shown  to  increase  the  paralyzing  effect 
ol  nondepolarizing  muscle  relaxants  such  as  tubocurarine. 
Triamterene  is  a weak  folic  acid  antagonist.  Do  periodic  blood 
studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients.  Use  cau- 
tiously in  surgical  patients.  Triamterene  has  been  found  in  renal 
stones  in  association  with  the  other  usual  calculus  components. 
Therefore,  'Dyazide'  should  be  used  with  caution  in  patients  with 
histories  of  stone  formation.  A few  occurrences  ol  acute  renal 
failure  have  been  reported  in  patients  on  'Dyazide ' when  treated 
with  indomethacin.  Therefore,  caution  is  advised  in  administering 
nonsteroidal  anti-inflammatory  agents  with  r Dyazide '.  The 


following  may  occur:  transient  elevated  BUN  or  creatinine  or  bo' 
hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  m. 
be  altered),  hyperuricemia  and  gout,  digitalis  intoxication  (in 
hypokalemia),  decreasing  alkali  reserve  with  possible  metabolic 
acidosis.  'Dyazide ' interferes  with  fluorescent  measurement  ol 
quinidine.  Hypokalemia  is  uncommon  with  'Dyazide'.  but  shoe 
develop,  corrective  measures  should  be  taken  such  as  potassiw 
supplementation  or  increased  dietary  intake  ol  potassium-rich 
foods.  Corrective  measures  should  be  instituted  cautiously  and 
serum  potassium  levels  determined.  Discontinue  corrective 
measures  and  ‘Dyazide ' should  laboratory  values  reveal  elevatr 
serum  potassium.  Chloride  deficit  may  occur  as  well  as  dilution: 
hyponatremia.  Concurrent  use  with  chlorpropamide  may  'mere: 
the  risk  of  severe  hyponatremia.  Serum  PBI  levels  may  decreast 
without  signs  of  thyroid  disturbance.  Calcium  excretion  is 
decreased  by  thiazides.  Dyazide ' should  be  withdrawn  before 
conducting  tests  lor  parathyroid  function.  Thiazides  may  add  to 
potentiate  the  action  of  other  antihypertensive  drugs.  Diuretics 
reduce  renal  clearance  of  lithium  and  increase  the  risk  ol  lithiw 
toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth:  anaphylaxis,  rash,  urticaria,  photosensi 
tivity,  purpura,  other  dermatological  conditions:  nausea  and 
vomiting,  diarrhea,  constipation,  other  gastrointestinal  distur 
bances:  postural  hypotension  (may  be  aggravated  by  alcohol, 
barbiturates,  or  narcotics).  Necrotizing  vasculitis,  paresthesias 
icterus,  pancreatitis,  xanthopsia  and  respiratory  distress  includi, 
pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone. 
Triamterene  has  been  found  in  renal  stones  in  association  with 
other  usual  calculus  components.  Rare  incidents  ol  acute 
interstitial  nephritis  have  been  reported.  Impotence  has  been 
reported  in  a few  patients  on  'Dyazide  ',  although  a causal 
relationship  has  not  been  established. 

Supplied:  ‘Dyazide ' is  supplied  as  a red  and  while  capsule,  in 
bottles  of  1000  capsules:  Single  Unit  Packages  (unit-dose)  ol 
100  (intended  for  institutional  use  only);  in  Paiient-Pak'"  unit 
of-use  bottles  ol  100. 

BRS-DZ:L45 


Before  prescribing,  see  complete 
prescribing  information  in 
SK&F  CO.  literature  or  PDH. 
The  following  is  a brief  summary. 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or 
hypertension.  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual.  If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more  convenient  in 
patient  management.  Treatment  of  hypertension  and  edema 
is  not  static,  out  must  be  reevaluated  as  conditions  in  each 
patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium- 
sparing agents  such  as  spironolactone  or  amiloride.  Further  use 
in  anuria,  progressive  renal  or  hepatic  dysfunction,  hyperkalemia. 
Pre-existing  elevated  serum  potassium.  Hypersensitivity  to  either 
component  or  other  sulfonamide-derived  drugs. 

Warnings:  Da  not  use  potassium  supplements,  dietary  or 
otherwise,  unless  hypokalemia  develops  or  dietary  intake  ol 
potassium  is  markedly  impaired.  If  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used.  Hyperkalemia  can 
occur,  and  has  been  associated  with  cardiac  irregularities.  It  is 
more  likely  in  the  severely  ill,  with  urine  volume  less  than  one  liter! 
day.  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
insufficiency.  Periodically,  serum  levels  should  be  determined. 
If  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict  K" 
intake.  Associated  widened  QRS  complex  or  arrhythmia 
requires  prompt  additionat  therapy  Thiazides  cross  the  placental 
barrier  and  appear  in  cord  blood.  Use  in  pregnancy  requires 
weighing  anticipated  benefits  against  possible  hazards,  including 
fetal  or  neonatal  jaundice,  thrombocytopenia,  other  adverse 
reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  If  their  use  is  essential,  the  patient  should 
stop  nursing  Adequate  information  on  use  in  children  is  not 
available  Sensitivity  reactions  may  occur  in  patients  with  or 


a product  ol 

SK&F  CO 

Cidra,  PR.  00639 


SK&F  Co 


Penetration  plus  Duration* 

Superior  tissue  penetration  and  duration  of  aaion 

DURICEF 

(CEFADROXIL) 

. . . the  oral  cephalosporin  with 
once-  or  twice-a-day  dosing 


*May  not  correlate  with  clinical  results. 

© 1 988  Bristol-Myers  U.S.  Pharmaceutical  and  Nutritional  Group 
• Evansville,  Indiana  47721  U.S.A.  J-V23 


For  Brief  Summary,  please  see  following  page. 


DURICEF®  (CEFADROXIL) 

Penetration  plus  Duration 
in  Oral  Cephalosporin  Therapy 

INDICATIONS:  DURICEF  (cefadroxil)  is  indicated  for  the  treatment 
of  the  following  Infections  when  caused  by  susceptible  strains  of 
the  designated  microorganisms:  Urinary  tract  infections  caused 
by  E.  coli.  P.  mirabilis.  and  /r/ebs;e//a  species.  Skin  and  skin  struc- 
ture infections  caused  by  staphylococci  and/or  streptococci 
Pharyngitis  and  tonsillitis  caused  by  Group  A beta-hemolytic  strep- 
tococci, (Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  DURICEF  is  generally  effective  in  the  eradication 
of  streptococci  from  the  nasopharynx;  however,  substantial  data 
establishing  the  efficacy  of  DURICEF  in  the  subsequent  prevention 
of  rheumatic  fever  are  not  available  at  present,) 
flfofe-Culture  and  susceptibility  tests  should  be  initiated  prior  to 
and  during  therapy.  Renal  function  studies  should  be  performed 
when  indicated 

CONTRAINDICATIONS:  DURICEF  is  contraindicated  in  patients  with 
known  allergy  to  the  cephalosporin  group  of  antibiotics, 
WARNING:  IN  PENICILLIN-ALLERGIC  PATIENTS,  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  USED  WITH  GREAT  CAUTION, 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  PENICILLINS  AND  CEPHALO- 
SPORINS, AND  THERE  ARE  INSTANCES  OF  PATIENTS  WHO  HAVE 
HAD  REACTIONS  TO  BOTH  DRUGS  (INCLUDING  FATAL 
ANAPHYLAXIS  AFTER  PARENTERAL  USE), 

Any  patient  who  has  demonstrated  a history  of  some  form  of 
allergy,  particularly  to  drugs,  should  receive  antibiotics  cautiously 
and  then  only  when  absolutely  necessary.  No  exception  should  be 
made  with  regard  to  DURICEF  (cefadroxil).  Pseudomembranous 
colitis  has  been  reported  with  the  use  ol  cephalosporins  (and 
other  broad  spectrum  antibiotics):  therelore.  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in  associ- 
ation with  antibiotic  use.  Treatment  with  broad  spectrum  anti- 
biotics alters  normal  flora  of  the  colon  and  may  permit  overgrowth 
of  Clostridia,  Studies  indicate  a toxin  produced  by  Clostridium 
difficile  is  one  primary  cause  of  antibiotic-associated  colitis. 
Cholestyramine  and  colestipol  resins  have  been  shown  to  bind  the 
toxin  in  vitro.  Mild  cases  of  colitis  may  respond  to  drug  dis- 
continuance alone.  Moderate  to  severe  cases  should  be  managed 
with  fluid,  electrolyte  and  protein  supplementation  as  indicated 
When  the  colitis  is  not  relieved  by  drug  discontinuance  or  when 
it  is  severe,  oral  vancomycin  is  the  treatment  of  choice  tor  antibiotic- 
associated  pseudomembranous  colitis  produced  by  C difficile 
Other  causes  of  colitis  should  also  be  considered, 

PRECAUTIONS:  Patients  should  be  followed  carefully  so  that  any 
side-effects  or  unusual  manifestations  of  drug  idiosyncrasy  may 
be  detected,  if  a hypersensitivity  reaction  occurs,  the  drug  should 
be  discontinued  and  the  patient  treated  with  the  usual  agents  (e  g , 
epinephrine  or  other  pressor  amines,  antihistamines,  or  cortico- 
steroids) 

DURICEF  (cefadroxil)  should  be  used  with  caution  in  the  presence 
of  markedly  impaired  renal  function  (creatinine  clearance  rate  of 
less  than  50  ml/min/i  73M-).  (See  Dosage  and  Administration 
section  of  Prescribing  Information,)  In  patients  with  known  or 
suspected  renal  impairment,  careful  clinical  observation  and  ap- 
propriate laboratory  studies  should  be  made  prior  to  and  during 
therapy. 

Prolonged  use  of  DURICEF  may  result  in  the  overgrowth  of  non- 
susceptible  organisms.  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate  mea- 
sures should  be  taken. 

Positive  direct  Coombs  tests  have  been  reported  during  treatment 
with  the  cephalosporin  antibiotics.  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when  antiglobulin  tests  are 
performed  on  the  minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics  before 
parturition,  it  should  be  recognized  that  a positive  Coombs  test 
may  be  due  to  the  drug  DURICEF  should  be  prescribed  with 
caution  in  individuals  with  a history  of  gastrointestinal  disease, 
particularly  colitis. 

Usage  in  Pregnancy:  Pregnancy  Category  B Reproduction  studies 
have  been  performed  in  mice  and  rats  at  doses  up  to  11  times 
the  human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  cefadroxil.  There  are,  however,  no 
adequate  and  well  controlled  studies  in  pregnant  women  Because 
animal  reproduction  studies  are  not  always  predictive  of  human 
response,  this  drug  should  be  used  during  pregnancy  only  if 
clearly  needed 

Nursing  Mothers:  Caution  should  be  exercised  when  cefadroxil  is 
administered  to  a nursing  mother. 

ADVERSE  REACTIONS:  Gastrointestinal— Symptoms  of  pseudo- 
membranous colitis  can  appear  during  antibiotic  treatment  Nausea 
and  vomiting  have  been  reported  rarely. 

Hypersensitivity— Mlergies  (in  the  form  of  rash,  urticaria,  and 
angioedema)  have  been  observed.  These  reactions  usually  sub- 
sided upon  discontinuation  of  the  drug. 

Other  reactions  have  included  genital  pruritus,  genital  moniliasis, 
vaginitis,  and  moderate  transient  neutropenia. 

Before  prescribing  or  administering,  see  package  insert 


BRISTOL  LABORATORIES 


PHARMACEUTICALS 


Bristol-Myers  U S.  Pharmaceutical  and  Nutritional  Group 
Evansville,  Indiana  47721  USA 


PHYSICIAN  RECRUITMENT 
PROGRAM 


In  an  effort  to  reduce  the  number  of  towns  in  Illinois  needing  physicians, 
the  Physician  Recruitment  Program  and  the  Doctor’s  Job  Fair  are  publishing 
synopses  in  Journal. 

Physicians  who  are  seeking  a place  to  practice  or  who  know  of  any 
out-of-state  physicians  seeking  an  Illinois  residence  are  asked  to  notify  the 
program. 

Any  areas  wishing  to  be  listed  should  contact:  Physician  Recruitment 
Program,  ISMS,  Twenty  North  Michigan  Avenue,  Suite  700,  Chicago  Illinois 
60602. 


ALTON: 

Population  in  St.  Louis  metro  area 
is  over  2 million.  Located  25  miles 
from  downtown  St.  Louis.  Four 
community  hospitals  available  for 
staff  privileges.' Opportunities  for 
internal  medicine,  cardiology,  neu- 
rology, gastroenterology,  pediat- 
rics, oncology,  and  anesthesiology. 
Fully  equipped  offices  available. 
Scheduled  hours,  free  rent,  staff 
salary  support,  marketing  assis- 
tance, partnership  shares  are  avail- 
able and  attractive  income  support 
arrangements.  Contact  Jan  C.  Vest, 
Administrator,  Doctors  Clinic,  Al- 
ton, Illinois  (618)  474-8000  or  800- 
325-3571.  (6) 


CRYSTAL  LAKE: 

Population  20,000.  Three  board 
certified  family  practitioners,  losing 
an  associate  July,  1988.  Service 
area — 35,000.  Community  offers 
hne  opportunity  for  fulhlling  medi- 
cal practitioner,  numerous  cultural, 
recreational  facilities,  good  family 
life.  Contact:  John  Wall,  280  Vir- 
ginia, Crystal  Lake,  60014  (815) 
459-2678  (6) 

FREEPORT: 

Four  busy  board  certihed  FPs  seek- 
ing board  certihed  FP.  Pleasant 
town  of  30,000.  100  miles  from 
Chicago.  Contact:  Family  Medical 
Associates,  1815  W Church  St., 
Freeport  61032;  (815)  235-3165.(1) 

LIBERTYVILLE: 

Group  of  4 primary  care  physicians: 
1 -general  practitioner,  1 -internal 
medicine,  2-F.P. — in  Lake  County. 


We  need  additional  F.P.  with  O.B. 
interest.  Offices  in  Libertyville, 
Gurnee  and  Antioch.  30  miles 
north  of  Ghicago.  Guaranteed  1st 
year  salary.  All  recreational 
facilities  nearby.  Contact:  David  D. 
Soo,  M.D.,  Rt.  1,  Box  351,  Liberty- 
ville 60048;  (312)  362-9050.  (12) 

MACOMB:  , 

Chief  of  staff.  Western  Illinois  Uni- 
versity is  accepting  applications  for 
medical  chief  of  staff  at  its  Health 
Center.  This  is  a 1 2 month  position 
in  a multi-faceted  outpatient  clinic  ; 
serving  1 1 ,000  students.  Starting 
date  July  1,  1988.  Salary  competi- 
tive and  commensurate  with  experi- 
ence. Excellent  fringe  benehts,  mal- 
practice paid.  A letter  of  applica- 
tion along  with  a curriculum  vitae 
and  three  references  should  be  for- 
warded to:  Mr.  Earl  Bracey,  Chair- 
man, Search  Committee  for  Medi- 
cal Chief  of  Staff,  315  Sherman 
Hall,  W.I.U.,  Macomb,  IL  61455. 
Ethnic  minorities,  women  and  : 
handicapped  persons  are  encour- 
aged to  apply.  (6) 

ROBINSON: 

OB/GYN:  BC/BE  needed  in  family 
oriented  community  with  a drawing 
area  of  25,000.  Progressive  JCAH  i 
approved  107  bed  hospital.  Excel- 
lent medical  staff.  Highly  competi- 
tive compensation  package  includ- 
ing income,  office  space,  personnel, 
etc.  Excellent  opportunity  for  GYN  1 
Surgery.  Hospital  located  in  South- 
ern Illinois  near  large  referral  cen- 
ters, shopping  centers.  Gontact:  M. 
Jean  Chambless,  Administrator, 
Grawford  Memorial  Hospital,  Rob- 
inson, Illinois  62454  (6) 
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First  hundreds... 

Then  thousands... 


W 


Soon  more  than  a million. 


Soon  more  than  a million  insulin  users 
will  be  taking  Humulin. 

And  no  wonder.  Humulin  is  identical  to  the  insulin  produced 
by  the  human  pancreas— except  that  it  is  made  by  rDN  A 
technology. 

Humulin  is  not  derived  from  animal  pancreases.  So  it  con- 
tains none  of  the  animal-source  pancreatic  impurities  that 
may  contribute  to  insulin  allergies  or  immunogenicity. 

The  clinical  significance  of  insulin  antibodies  in  the  com- 
plications of  diabetes  is  uncertain  at  this  time.  However,  high 
antibody  titers  have  been  shown  to  decrease  the  small 
amounts  of  endogenous  insulin  secretion  some  insulin 
users  still  have.  The  lower  immunogenicity  of  Humulin  has  been 
shown  to  result  in  lower  insulin  antibody  titers;  thus,  Humulin 
may  help  to  prolong  endogenous  insulin  production  in 
some  patients. 


Any  change  of  insulin  should  be  made  cautiously  and 
only  under  medical  supervision.  Changes  in  refinement, 
purity,  strength,  brand  (manufacturer),  type  (regular,  NPH, 
Lente®,  etc),  species/source  (beef,  pork,  beef-pork,  or 
human),  and/or  method  of  manufacture  (recombinant  DNA 
versus  animal-source  insulin)  may  result  in  the  need  for  a 
change  in  dosage. 


DIET...EXERCISE... 

Humulin  ^ 

human  insulin  XJI^ 
[recombinant  DNA  origin ] 


^lOO  . 

Humufin  L 


loaunlii  [VS; 


Humulin  A 


lOOunHiterBi 

Humulin  U 


lUfyLeadershiphi 

IN  DIABETES  CAREi 


Eli  Lilly  and  Company 

Indianapolis,  Indiana 

46285 


For  your  insulin-using  patients 


5.  1987,  ELI  LILLY  AND  COMPANY 


HI-2907-B 


849313 


GREENBERG  RADIOLOGY  INSTITUTE 

A COMPLETE  DIAGNOSTIC  AND 
TREATMENT  FACILITY  WITH 
STATE-OF-THE-ART  EQUIPMENT 
ON  ONE  SITE. 


Introducing  two  new  additions  to 
our  comprehensive  resources; 
One  of  the  highest  energy  accel- 
erators in  the  world  and  the  spec- 
troscopy research  accessory 

Linear  Accelerator 

Siemens  Mevatron  KD 

• 8 million-watts  radio  frequency 
power 

• dual  photon  capability-has 
capacity  to  utilize  up  to  25 
million  volts 

• separate  electron  beam,  energy 
range  of  7-21  million  electron 
volts 

• treatment  table  structured  for 
isocentric  positioning;  can 
encompass  virtually  every 
desired  treatment  program 

• attacks  tumor  mass  with  dose 
rates  up  to  900  rads/min. 

• reduces  skin  irritation,  gastro- 
intestinal side  effects  and  scar 
tissue  formation 

• CON  approved 

Spectroscopy  Research 
Accessory 

General  Electric 

• provides  chemical  analyses  of 
organs  in  vivo 

• provides  functional  information 
about  location  of  damaged  tissue 

• used  in  conjunction  with  Insti- 
tute’s Super  Conductive  1.5 

Tesla  Magnetic  Resonance  Scanner 


G.E.  Superconductive  1.5 
Tesla  High  Field  Strength 
Non  - Radiation  Imaging 

• Central  nervous  system  disorders 

• chest,  abdomen,  liver,  kidney,  pelvis 

• muscular-skeletal  system 

• hilar  and  mediastinal  masses 

• breast  malignancies 

• kidney  transplant  rejection 

• evaluation  of  blood  flow 

• multi-gated  cardiac  studies 

• CON  and  FDA  approved 

• future  capabilities 

Nuclear  Medicine 

Siemens  Nuclear  Scintiview  LFOV 

• multi-gated  cardiac  scans 

• cardiac  stress  testing 

• thallium  myocardial 

• ejection  fraction 

• pulmonary  perfusion  and  ventilation 

• brain,  spleen,  bone,  liver,  kidney, 
thyroid,  bone  marrow 

• fkw  studies 

• gallium 

• all  in  vivo  procedures 

• quantitative  bone  analysis 

Computerized 

Tomography 

GE8800CTI  total  body  scanner 
with  scout  view 

• head  and  orbits:  axial  and  coronal 
capability 

• total  body;  neck,  thorax,  liver, 
spleen,  pelvis,  pancreas,  kidney, 
adrenal,  retroperitoneum 

• special  bone  and  spine 
procedures 

• reconstruction  capability 

• tuma  staging 

• dynamic  flow  procedures 

• special  temporal  bone  evaluation 

• future  capabilities 


Uitrasound 

Siemens  Digital  B- mode  and 
Stand  Alone  Phased  Array  Real 
Time  Scanning 

• gall  bladder,  liver,  pancreas, 
kidney 

• obstetrical 

• pelvic 

• aortic 

• special  thyroid 


intravenous  Digitai 
Angiography 

Picker  Digital  DAS -2 11 

• carotid 

• cerebral 

• aorta  (thaacic  abdominal) 

• renal 

• peripheral  vascular 

• assessment  of  vascular  by-pass 
procedures 


Generai  Diagnostic 
Radiography 

Picker  X-Ray 

• standard  fluoroscopy  image 
intensification  with  TV 

• standard  tomography 

• standard  radiography 

• specialized  procedures: 
enteroclysis  arthrography, 
hysterosalpingography,  etc. 


Mammography 

• dedicated  equipment 

• 38  years  experience  inter- 
preting mammograms 


The  integration  of  the  linear  accelerator  and  spectroscopy  facilities  with  the  Institute  s collection  of  computerized 
equipment  creates  an  unparalleled  cancer  treatment  system.  The  addition  of  two  internationally  known  specialists 
John  Chao,  M.D.  (Chief  Radiation  Oncologist)  and  Michael  Barany.  M.D.,  Ph.D.( Director  of  Spectroscopy),  com- 
pletes our  total  radiology  system  , which  is  designed  to  complement  your  practice  in  terms  of  convenience  as  well 
as  diagnostic  and  treatment  effectiveness. 


GREENBERG  RADIOLOGY  INSTITUTE 

1535  Park  Avenue  West  • Highlanij  Park,  Illinois  • 60035 
(312)831-0500 
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Diplomate  American  Board  ot  Radiology 
Diplomale  Amencan  Board  ol  Nuclear  Medicine 
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Are  teens  getting  the  sexual  education  they  need  from  parents, 
physicians  and  schools?  How  do  teens  view  the  threat  of  getting  AIDS 
from  casual  sexual  practices?  What  information — either  myth  or  fact — is 
shaping  their  attitudes  about  sexuality,  pregnancy  and  the  risk  of  AIDS? 
Illinois  State  Medical  Society  President  Edward  J.  Fesco,  M.D.,  asked 
teens  these  questions  on  two  separate  occasions — in  suburban  Chicago 
and  In  downstate  East  St.  Louis. 


“You’re  having  a great  senior  year, 
you’re  about  to  graduate  from  high 
school,  you’ve  had  a good  relation- 
ship with  a boyfriend — and  sudden- 
ly there’s  a baby  on  the  way.  It 
happens  all  the  time,’’  cautioned 
Edward  J.  Fesco,  M.D.,  to  an  over- 
flow crowd  of  students  at  Lincoln 
Senior  High  School,  East  St.  Louis, 
Illinois. 

Fesco’s  February  visit  to  the  St. 
Clair  County  school  was  part  of  the 
annual  ISMS  President’s  Tour  of 
the  state,  which  gives  the  Society’s 
spokesman  an  opportunity  to  meet 
with  county  medical  societies,  com- 
munity groups,  members  of  the 
media,  and — this  year — school  chil- 
dren. This  year  the  focus  is  on 
adolescent  health  issues,  especially 
the  need  for  sex  education  of  teens 
to  prevent  the  spread  of  AIDS.  At 
the  school.  Dr.  Fesco  was  joined  by 
two  local  ISMS  members:  pediatri- 
cian Kenneth  Haller  and  psychia- 
trist Phillip  Dennis. 

Statistics:  Grim  Indicators  of 
Teen  Vulnerability 

Statistics  on  adolescent  sexual 
behavior  are  indeed  alarming. 


According  to  the  American  Medical 
Association,  about  12  million  of  our 
nation’s  29  million  adolescents  are 
sexually  active.  The  mean  age  for 
flrst  intercourse  is  less  than  1 5 
years.  An  estimated  50  percent  of 
teens  15  to  19  years  old  fail  to  use 
any  contraception  during  their  flrst 
intercourse  and  two-thirds  do  not 
use  birth  control  routinely  thereaf- 
ter. These  are  grim  indicators  of 
adolescents’  incredible  vulnerability 
to  pregnancy  and  sexually  transmit- 
ted disease.  And  they  explain  why 
public  health  officials  are  worried 
that  teens  may  become  the  next 
target  for  spread  of  the  deadly 
AIDS  virus. 

The  approximately  1.1  million 
teen  pregnancies  annually  (includ- 
ing 22,000  Illinois  teenage  births  in 
1986)  take  their  toll  in  health  care, 
emotional  and  monetary  costs.  Both 
teen  mothers  and  their  babies  suf- 
fer greatly  increased  mortality  risks, 
when  compared  to  women  giving 
birth  in  their  20s.  One-third  of  all 
abortions  are  obtained  by  teenag- 
ers. Teen  mothers  often  lack  the 
proper  education  and  skills  to  com- 
pete in  the  job  marketplace:  two- 


thirds  do  not  flnish  high  school.  A 
New  York  City  study  showed  that 
there  are  almost  half  again  as  many 
unemployed  mothers  in  their  teens 
as  in  their  twenties.  And  adolescent 
mothers  aged  15  to  17  years  are  4.6 
times  more  likely  to  be  on  welfare 
than  those  who  give  birth  in  their 
twenties.  The  total  bill  for  adoles- 
cent child  bearing,  according  to  a 
1985  Center  for  Population  Op- 
tions study:  $16.6  billion. 

The  Problem:  Teen  Invincibility 

Perhaps  the  most  deadly  cost  is 
one  not  yet  widely  recognized  by 
the  teen  community — the  threat  of 
contracting  AIDS.  Said  one  subur- 
ban Chicago  teen  interviewed  in 
January  on  the  cable  show  ‘Teen- 
age,’ “Teens  don’t  realize  what 
AIDS  is  about  until  a friend  is 
stricken  or  it  happens  to  you.”  The 
show  featured  a group  of  suburban 
Chicago  teens  discussing  sex  and 
AIDS  with  Fesco  and  ISMS  Ad  Hoc 
Committee  on  AIDS  chairman 
Richard  J.  Sassetti,  M.D. 

A big  part  of  the  problem, 
according  to  Fesco  and  a variety  of 
adolescent  health  experts,  is  “teen- 
age invincibility  and  immortality. 
They  take  risks  which  adults  would 
never  take — doing  wheelies,  skating 
on  the  edge  of  the  ice,  driving  too 
fast,  drinking  and  getting  into 
cars.”  While  it’s  difficult  to  break 
through  that  “it  can’t  happen  to 
me,”  barrier,  Fesco  and  Sassetti 
believe  that  early,  complete  and 
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appropriate  sex  education  is  the 
best  hope  for  preserving  the  health 
of  teens  as  they  confront  a deadly 
disease. 

The  Solution:  Sex  Education 

Many  teens  are  fortunate  enough 
to  hear  forthrightly  from  parents 
the  facts  of  reproduction,  coupled 
with  the  values  so  important  to 
helping  teens  make  responsible  sex- 
ual choices.  But  many  others  learn 
sex  education  from  the  teenage 
grapevine.  “There  are  lots  of  unin- 
formed teens  on  sexual  issues,” 
related  one  suburban  Chicago  par- 
ticipant in  ‘Teenage.’  East  St.  Louis 
adolescents  echoed  that  view.  “Who 
teaches  kids  about  sex?  Kids  do,” 
said  one.  “But  the  kids  who  really 
know  about  the  risks  and  dangers  of 
sexual  activity  get  it  from  home.” 
Said  another  teen,  “Instead  of 
interviewing  us,  we  need  more  doc- 
tors like  you  to  interview  our  par- 
ents.” 

While  parents  often  tell  adoles- 
cents to  “just  say  no,”  many  of  the 
interviewed  teens  said  they  need  to 
hear  more  factual,  unbiased  infor- 
mation on  why  saying  no  is  so 
important.  “Parents  and  physicians 
should  explain  to  me  ‘why  not’; 
what  are  the  risks;  what’s  bad  about 
it;  what’s  good  about  it.” 

Students  said  they  also  need  to 
hear  about  the  medical  facts  and 
consequences  of  sexual  activity — 
including  AIDS  transmission — 
from  sources  other  than  parents. 
“The  message  is  more  effectively 


heard,”  asserted  one  East  St.  Louis 
teen,  “when  someone  with  an  unbi- 
ased opinion — such  as  a doctor — 
provides  the  information.  I’m  more 
relaxed,  which  helps  the  message 
sink  in.” 

According  to  AIDS  chairman 


Students  at  Lincoln  Senior  High  School 
in  East  St.  Louis,  Illinois,  learn  from 
Edward  J.  Fesco,  M.D.,  how  the  AIDS 
virus  is  transmitted.  Dr.  Fesco  spoke  to 
the  students  as  part  of  his  President's 
Tour. 


Sassetti,  a combination  of  both  par- 
ents and  physicians  relaying  the 
information  is  best.  “The  tragic 
part  is  that  we  physicians  can  teach 
the  medical  facts,  but  not  the  val- 
ues. One  of  you  teens  asked  if  absti- 
nence is  realistic  for  adolescents. 
This  is  a value  you  learn  at  home — 
where  value  systems  originate — 
that  makes  it  easy  for  teens  to  prac- 


tice abstinence.” 

Sharon  Ahart,  M.D.,  director  of 
the  pediatric  ecology  unit  at  Chica- 
go’s Mt.  Sinai  Hospital  sees  “a  lot  of 
teenagers  molding  their  life  just  like 
their  mothers  or  those  around 
them.  Many  girls  I deal  with  just 


don’t  realize  they  can  say  no.  They 
don’t  have  self  esteem,  good  role 
models.”  Eor  these  adolescents, 
school-based  sex  education  serves 
as  the  core  of  their  learning. 

When  kids  do  receive  education 
in  school,  many  view  it  as  “a  little 
too  late.”  “Bring  sex  education  into 
the  school  system  at  an  early  stage 
in  the  child’s  life,”  recommends 
one  East  St.  Louis  teen.  “Eifth  or 
sixth  grade  would  be  good,  because 
by  the  time  I was  in  ninth  grade,  the 
seventh  graders  were  coming  in  six 
and  seven  months  pregnant.”  Teens 
also  want  to  learn  more  specifically 
about  coping  skills,  “the  tactics  to 
say  no.”  Lincoln  Senior  High 
School  has  just  such  a program. 
“Anyone  can  say  no  and  not  mean 
it,”  announced  one  student  in- 
volved in  the  ‘Just  Say  No’  effort. 
“Do  you  mean  what  you  say  and  say 
what  you  mean?”  The  program  uses 
peer  pressure  to  foster  sexual  absti- 
nence in  the  student  population. 

Illinois  Doctors  Advocate 
Teen  Sex  Education  and 
Health  Services 

The  Illinois  State  Medical  Soci- 
ety’s House  of  Delegates  has  also 
recognized  that  today’s  adolescents 


Reason  for  Last  Non-Use  of 
Contraception 

From  Females  Never  Having 

Been  and  Not  Trying  to  Become 
Pregnant,  Age  15-19  (N  = 337) 

Reason 

Percent  Who 
Gave  Reason 

Wrong  time  of  month 

25 

Unanticipated 

intercourse 

22 

Too  young  to  become 
pregnant 

9 

Contraception  wrong 
or  dangerous 

7 

Infrequency  of 
intercourse 

6 

Contraceptive 

information  lacking 

5 

Miscellaneous 

24 

(Source:  "The  AMA  White  Paper  on 
Adolescent  Health,"  1986.  Reprinted  with 
permission  of  the  American  Medical 
Association. ) 

While  parents  often  tell  adolescents  to  "just  say 
no/'  many  of  the  interviewed  teens  said  they 
need  to  hear  more  factual,  unbiased  information 
on  why  saying  no  is  so  important. 


164 


Illinois  Medical  Journal 


Sexually 

Transmitted 

Disease 


infection  each  year. 

■ The  increasing  prevalence 
of  gonorrheal  and  chlamydial 
coinfection  has  led  the  Centers 
for  Disease  Control  to  recom- 
mend tetracycline  in  addition 
to  ampicillin  or  penicillin  in 
treatment  of  uncomplicated 
adult  gonococcal  infection. 

■ Pelvic  inflammatory  dis- 
ease is  diagnosed  in  an  estimat- 
ed 250,000  adolescents  each 
year.  Of  these,  15%  will  suffer 
from  fertility  problems.  i 


Adolescents  who  engage  in  sexu- 
al activity  are  prey  to  high  levels 
of  sexually  transmitted  diseases. 
Syphilis,  gonorrhea,  and  chlamy- 
dia are  the  most  common.  AIDS 
is  the  most  recent. 

■ The  highest  incidence  of 
sexually  transmitted  disease 
occurs  in  the  20-24  age  group; 
the  next  highest  is  in  the  15-19 
age  group. 

■ The  Children’s  Defense 
Fund  estimates  that  one  mil- 
lion teens  contract  chlamydial 


Edward  J.  Fesco,  M.D.,  (R)  and  Richard  J.  Sassetti,  M.D.,  discuss  AIDS  with  suburban 
Chicago  teens  on  the  cable  television  show  "Teenage, " filmed  in  January. 


need  school-based  health  care  ser- 
vices, including  sex  education. 
ISMS  policy  adopted  in  1971  and 
reviewed  in  1986  advocates  a “pre- 
ventive medicine  approach  to  the 
problem  of  unwanted  pregnan- 
cies.” It  recommends  spreading  the 
word  to  adolescents  about  medical 
risks  and  ccjnscquences  of  sexual 
activity,  through  family  life  educa- 
tion in  schools,  and  wider  dissemi- 
nation of  family  planning  informa- 
tion, including  birth  control  infor- 
mation and  devices. 

Beyond  sex  education  lies  the 
issue  of  school-based  health  clinics 
and  just  what  services  they  provide. 
The  Illinois  State  Medical  Society 
“supports  the  concept  of  local 
Boards  of  Education  establishing 
school-based  programs  or  clinics,  as 
appropriate,  that  may  provide 
health  and  sex  education,  counsel- 
ing and  access  to  physical  and  men- 
tal health  care  services,  as  deter- 
mined by  the  communities  in  which 
the  clinics  exist.  Local  physicians 
should  become  involved  in  planning 
and  delivery  of  those  services.” 

While  sex  education  and  school- 
based  health  clinics  both  spark  con- 
troversy, opposition  seems  to  be 
waning.  A 1985  survey  by  the 
American  College  of  Obstetricians 
and  Gynecologists  found  85%  of 
respondents  supported  sex  educa- 
tion as  part  of  school  curriculum. 
That  figure  dropped  to  67%  when 
people  were  asked  if  they  support 
family  planning  clinics  in  schools. 
Yet,  in  certain  areas  of  our  state, 
family  planning  services  are  second- 
ary or  even  nonexistent  compared 
to  the  host  of  health  services  clinics 
provide.  In  these  areas,  school 
health  clinic  services  may  be  the  only 
medical  care  that  adolescents 
receive. 

Teens  Need  to  Hear  the  Facts 
from  Doctors 

Since  physicians  can  and  should 
play  such  an  important  role  in  the 
sex  education  of  adolescents,  how 
might  they  best  approach  the  sub- 
ject with  teenage  patients? 

Both  East  St.  Louis  and  suburban 
Chicago  students  had  recommenda- 
tions for  physicians.  Several  felt 
physicians  “don’t  lell  you  enough, 
don’t  take  the  time  to  explain 
what’s  wrong — or  tell  you  that  they 
don’t  know  yet  what’s  wrong,” 


March  1988—  Vol.  173:3 


165 


asserted  one  teen.  Responded  Fes- 
co,  “You  have  to  ask,  too.  It  works 
both  ways.  If  you  say,  ‘now  listen, 
doc,  this  scares  the  devil  out  of  me 
and  I have  to  have  more  informa- 
tion,’ you’re  likely  to  get  more  time 
and  attention  when  you  need  it.’’ 

Another  student  lamented  that 
some  physicians  talk  more  to  par- 
ents about  a health  problem  than 
they  do  to  the  adolescent  patient. 
“If  your  parents  don’t  relay  the 
information,  you’re  left  wondering. 


‘what  medical  problem  do  I really 
have?’  ’’  Fesco  told  students  to  work 
bn  their  parents  to  get  the  informa- 
tion. “In  any  event,  at  least  tell  the 
nurse  or  someone  in  the  physician’s 
office  that  you  need  more  informa- 
tion, and  you’re  not  getting  what 
you  expect  from  medical  care.” 

“Education  in  layman’s  terms — 
so  we  can  understand  it,”  is  what 
many  teens  desire  from  their  doc- 
tors. “There  will  always  be  ‘but 
ifs,’  ” recognized  one  teen,  when 


doctors  provide  sex  educations 
information  and  counseling.  One  i 
such  ‘but  if  might  involve  discuss-' 
ing  birth  control,  as  opposed  to 
simply  advocating  abstinence. 

Physicians  must  also  stress  that: 
preventive  pregnancy  measures  do! 
not  always  protect  against  sexually 
transmitted  diseases  like  AIDS,  i 
according  to  Fesco.  “Couples  not: 
wanting  a pregnancy  often  rely  on 
condoms,  which  have  a 10-15  per- 
cent failure  rate,”  he  warned.  For 


Teens  and  AIDS: 

Exploring  the  Myths  and  the  Facts 


Only  eleven  AIDS  cases  have 
been  found  in  adolescents 
between  the  ages  of  13  and  19, 
since  the  Illinois  Department  of 
Public  Health  began  keeping 
records  in  1982.  There  have 
been  20  reported  cases  in  chil- 
dren under  age  13.  But  340 
young  adults  aged  20  to  29  have 
been  stricken.  These  January, 
1988  statistics  may  seem  to  con- 
tradict public  health  officials’ 
warnings  that  AIDS  poses  a great 
threat  to  teen  health.  Since  the 
virus  can,  however,  remain  latent 
for  months  to  years,  many  young 
adults  may  have  actually  con- 
tracted AIDS  through  sexual 
encounters  in  their  teens. 

Teens  interviewed  for  this  sto- 
ry have  certainly  heard  of  the 
AIDS  virus.  But  many  myths  and 
misconceptions  cloud  their 
thinking — just  as  is  the  case  for 
adults.  Here  is  a listing  of  the 
most  commonly  cited  questions, 
concerns  and  myths  about  AIDS 
from  teens  at  East  St.  Louis’ 
Lincoln  Senior  High  School  and 
suburban  Chicago’s  “Teenage” 
cable  television  discussion  of  the 
issue. 

W If  I shake  hands  with  or  kiss 
someone  who  has  AIDS,  can  the 
virus  be  transmitted  through 
sweat  or  saliva? 

“There’s  not  much  AIDS 
virus  in  saliva,”  answered 


Richard  Sassetti,  M.D.,  chair- 
man of  the  ISMS  Ad  hoc 
Committee  on  AIDS.  “It  can 
be  cultured  in  the  laboratory 
by  working  very  hard,  but  it 
certainly  can’t  be  transmitted 
casually,”  he  explained. 
“There  must  be  exchange  of 
blood  or  bodily  fluids  such  as 
semen  or  vaginal  secretions.” 

ISMS  President  Edward  J. 
Eesco,  M.D.,  added,  “A  deep 
french  kiss,  when  the  part- 
ner’s mouth  has  an  open  sore 
or  blister,  or  bleeding  gums, 
could  pose  a risk — because 
of  the  presence  of  blood.” 

< -r 

■ Doesn’t  the  risk  of  getting  AIDS 
really  apply  to  those  who^repeat- 
edly  engage  in  casual  ^ex  with 
different  partners? 

“The  important  thing  to 
remember  about  AIDS  is 
that  even  one  contact  involv- 
ing exchange  of  bodily  fluids 
or  blood  is  enough  to  trans- 
mit the  virus,”  warned 
Sassetti. 

■ Is  using  a condom  safe  sex? 
“The  term  ‘safe  sex’  is  not 
really  used  any  more,”  noted 
pediatrician  Kenneth  Haller 
of  East  St.  Louis,  who  accom- 
panied Fesco  to  Lincoln 
Senior  High  School  in  Febru- 
ary. “There  are  some  prac- 


tices called  ‘safer  sex’ — safer, 
that  is,  than  going  without  a 
condom.  But  nothing  is  abso- 
lutely safe  if  there  is  any  kind 
of  sexual  penetration,”  he 
cautioned. 

Ml  Who’s  to  say  that  a potentially 
more  dangerous  AIDS  virus 
couldn’t  come  up? 

“AIDS  is  only  one  of  a whole 
family  of  viruses,”  according 
to  Sassetti,  “for  which  there 
is  no  vaccine.  That’s  why 
we’re  talking  about  celibacy 
as  the  only  real  alternative  for 
you — for  a long  time  to 
come.” 

■ If  you  date  a person  for  five  or 
six  years,  and  then  get  married, 
is  it  safe  to  have  sex  without 
fearing  AIDS? 

“It’s  very  horrible  to  consid- 
er that  someone  you  marry 
may  have  the  AIDS  virus,” 
said  Fesco.  “The  vast  majori- 
ty of  those  carrying  the  AIDS 
virus  test  positive  within  a few 
months  or  a year.” 

Sassetti  added  that  “the 
incubation  period  means  a 
person  can  have  the  virus 
without  testing  positive  right 
away.  That  is  why  it’s  so 
important  for  teens,  as  indi- 
viduals, to  take  serious 
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Illinois  Teen  Pregnancies:  The 
Top  Counties 

Approximately  12.5  percent  of  all 
1986  live  births  were  to  teen 
mothers  throughout  Illinois.  But 
that  statewide  average  fails  to 
reflect  much  higher  teen  birth 
rates  in  specihc  regions  of  our 
state.  Listed  below  are  the  top 
Illinois  counties  for  teen  births  in 
1986.  The  figures,  supplied  by  the 
Illinois  Department  of  Public 
Health,  indicate  births  to  teens  as 
a percentage  of  all  live  births  in 
each  county. 


Pope  County 

26.0% 

Pulaski  County 

20.2% 

Alexander  County 

19.6% 

St.  Clair  County 

18.6% 

Cook  County  (Chicago  only) 

18.5% 

Hamilton  County 

18.0% 

Marion  County 

17.9% 

Edgar  County 

17.8% 

Massac  County 

17.8% 

Pike  County 

17.5% 

Kankakee  County 

17.2% 

Saline  County 

17.1% 

Hardin  County 

16.3% 

Macon  County 

16.3% 

Vermilion  County 

16.2% 

Warren  County 

16.1% 

AIDS  transmission  tlie  failure  rate 
can  be  higlicr,  since  AIDS,  unlike 
pregnancy,  can  occur  anv  time  bodi- 
ly fluids  are  exchanged.  “The  odds 
of  condom  failure  put  you  at  high 
risk  for  AIDS,”  he  explained. 

Mt.  Sinai  Hospital’s  Ahart  offers 


advice  to  physicians  discussing  sexu- 
ality with  adolescent  patients.  “1  am 
very  direct  with  them.  I tell  them 
that  they  are  too  young,  emotionally 
not  ready  for  sexual  activity.  You 
should  not  be  having  sex  just 
because  you  want  to  please  some- 
one. You  must  please  yourself.  You 
should  also  use  some  protection,” 
she  warns  teenage  girls,  “because  I 
can  show  you  statistics  that  when 
you  get  pregnant,  the  guy  doesn’t 
often  hang  around.  You  end  up 
raising  a child  by  yourself.” 

A solid  foundation  of  medical 
facts  on  sexual  activity  is,  in  essence, 
what  teens  need  to  weave  their  way 
through  the  pitfalls  of  adolescence. 
According  to  the  American  Medical 
Association,  such  information 
should  include  “basic  reproduction 


anatomy  and  jtbysiology;  basic  .sexu- 
al functioning,  including  common 
sexual  myths  and  alternatives  to 
intercourse;  the  health  conse- 
quences of  sexual  intercourse;  the 
relationship  between  having  .sex, 
using  birth  control,  getting  preg- 


nant and  being  a parent;  the  simi- 
larities and  differences  between 
male  and  female  roles;  the  compo- 
nents of  sexual  decision  making; 
and  available  resources  to  answer 
concerns,  questions  or  problems.” 

That  is  a mammoth  yet  essential 
undertaking,  in  light  of  the  new, 
deadly  strain  of  sexually-transmit- 
ted disease.  It  is  clear  from  these 
interviews  that  Illinois  teens  are 
relying  on  physicians  for  medical 
information  to  protect  them.  Said 
Dr.  Fesco,  as  he  took  his  leave  of 
Lincoln  Senior  High  School,  “Doc- 
tors are  growing  in  the  understand- 
ing of  what  adolescents  need,  in 
terms  of  care  and  counseling  about 
sex.”  That  indeed  is  good  news  for 
Illinois  adolescents.  i 


The  tragic  part  is  that  we  physicians  can  teach 
the  medical  facts,  but  not  the  values. 


responsibility  now  for  their 
sexual  future.  Abstinence  is 
the  best  safeguard.” 

■ I heard  that  two  people  having 
anal  sex  can  catch  the  virus — 
even  though  neither  had  it  to 
begin  with.  Is  this  true? 

“No.  There  would  have  to  be 
virus  in  either  partner  for 
AIDS  to  be  contracted,” 
responded  Fesco. 

■ Do  mosquitoes  carry  the  AIDS 
virus?  Are  we  at  risk  from  a 
bite? 

“The  virus  has  to  live  and  be 
transmitted  a certain  way,” 
answered  Fesco.  “No  one  has 
been  able  to  prove  that  mos- 
quitoes carry  the  virus. 
Malaria,  which  is  carried  by 


mosquitoes,  is  a completely 
different  germ,  with  a differ- 
ent composition  than  AIDS. 
The  situations  aren’t  compa- 
rable, because  the  germs  are 
so  different.” 


■ Is  donated  blood  safe?  Can 
AIDS  be  contracted  from  blood 
transfusions? 

Blood  banks  test  every  unit  of 
blood  for  AIDS  virus  before 
it  is  used,”  answered  Sassetti. 
“So  the  risk  of  getting  AIDS 
from  a blood  transfusion  is 
very,  very  low — about  1 in 
500,000 — but  not  zero,”  he 
explained.  “Put  in  perspec- 
tive, it’s  geometrically  lower 
than  other  risks  you  face 
every  day.” 


■ What  should  a teen  who  is  wor- 
ried he  or  she  might  have  been 
exposed  to  the  AIDS  virus  do? 
“See  your  family  physician 
right  away  to  talk  about  it  and 
to  possibly  be  tested,”  ad- 
vised Fesco. 

A final  word  from  Fesco  to 
teens  was,  “Don’t  believe  every- 
thing you  read  or  see  about 
AIDS.  If  tomorrow  a newspaper 
reports  that  AIDS  virus  may  be 
found  in  milk,  don’t  necessarily 
believe  it.”  He  encouraged  teens 
to  “think  about  AIDS,  what  we 
know  and  what  we  don’t. 
Knowledge  and  common  sense 
will  help  you  find  the  truth. 
Don’t  be  afraid  to  ask  your  family 
doctor  for  more  information,” 
he  concluded.  i 
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By  CoxaiiESSMAX  Richard  J.  Durbin 


It  is  hard  to  believe  that  in  some 
parts  of  Illinois,  an  industrial  state 
in  the  most  medically  advanced 
nation  on  earth,  there  is  a lack  of 
resources  to  care  for  our  children. 
It  is  also  hard  to  comprehend  that 
an  infant  born  in  a third  world 
country  like  Jamaica  or  Trinidad 
has  a greater  chance  of  survival 
than  a black  baby  born  in  Chicago 
or  a child  born  in  Pulaski  County  in 
downstate  Illinois. 

But  it’s  true.  Illinois  ranks  as  one 
of  the  ten  states  nationwide  with  the 
highest  infant  death  rate.  It  is  for 
this  reason  that  last  fall  I hosted  two 
Congressional  hearings  in  Spring- 
field  and  Chicago  addressing  infant 
mortality  in  Illinois  and  pregnant 
women’s  access  to  prenatal  care. 

As  a member  of  the  U.S.  House 
Select  Committee  on  Children, 
Youth  and  Families,  I requested  the 
hearings  in  order  to  give  other 
members  of  Congress  a personal 
look  at  this  crisis,  and  to  hear  from 
the  state’s  medical  community  on 
ways  to  combat  this  tragic  prob- 
lem. 

As  a nation  our  infant  death  rate 
is  shameful.  According  to  the  Chil- 


dren’s Defense  Fund,  the  U.S. 
infant  mortality  ranking  among 
twenty  industrialized  nations  deteri- 
orated from  sixth  in  the  1950-55 
period  to  nineteenth  in  1980-85. 

Illinois  has  made  some  progress 
in  reducing  infant  mortality  since 
1978,  but  we  have  a long  way  to  go 
to  meet  the  U.S.  Surgeon  General’s 
prescribed  infant  mortality  reduc- 
tion goal  for  the  50  states,  a reduc- 
tion to  9 deaths  for  every  1 ,000  live 
births  nationwide  by  1990.  The 
most  recent  statistics  from  the  Illi- 
nois Department  of  Public  Health 
show  1 2 infant  deaths  for  every 
1,000  live  births  in  Illinois  (com- 
pared with  10.6  nationwide). 

According  to  witnesses  at  our 
hearing,  a lack  of  access  to  prenatal 
care  is  a contributing  factor  to  this 
high  rate.  Approximately  1 1 ,000 
low-income  women  in  Illinois,  many 
of  them  teenagers,  receive  little  or 
no  prenatal  care  each  year.  Without 
early,  comprehensive  care,  preg- 
nant women  are  three  times  more 
likely  to  deliver  a low  birthweight 
infant.  In  fact,  testimony  at  our 
hearing  concurred  with  a 1987 
report  by  the  Illinois  Times  saying 


that  many  poor  women  in  Illinois 
are  having  difficulty  getting  access 
to  prenatal  care. 

The  Illinois  medical  community 
is  in  a difficult  situation  for  several 
reasons.  As  a result  of  a low  Medic- 
aid reimbursement  rate  for  obste- 
tricians in  Illinois,  many  doctors  are 
faced  with  a hnancial  loss  in  treat- 
ing a Medicaid  patient.  For  exam- 
ple, the  average  cost  charged  by  an 
Illinois  doctor  for  prenatal  care, 
including  delivery,  is  about  $1,200 
per  mother.  However,  our  state’s 
Medicaid  reimbursement  rate  for 
the  same  care  is  only  $447. 

Illinois’  reimbursement  rate  is 
well  behind  other  states  in  the 
nation,  including  those  with  a high 
urban  population.  The  reimburse- 
ment rate  for  Massachusetts  is 
$1,027;  for  Georgia,  $800;  for  Cal- 
ifornia, $721 .68;  and  for  New  York, 
$550.  Illinois’  Medicaid  reimburse- 
ment rate  is  even  lower  than  the 
overall  national  average  of  $473. 

Another  growing  problem  for 
our  state’s  obstetricians  is  the  sky- 
rocketing cost  of  medical  malprac- 
tice insurance.  One  doctor  in  Illi- 
nois saw  his  malpractice  premium 
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increase  from  $37,000  annually  to 
$47,000  for  six  months.  This  obste- 
trician, in  the  prime  of  his  career, 
had  to  seriously  consider  closing  his 
practice. 

His  experience  is  hardly  unique. 
Obstetricians  have  become  especial- 
ly vulnerable  to  lawsuits  from 


patients  who  sue  after  their  babies 
are  born  at  a low  birthweight  or 
with  disabilities.  As  of  1985,  12.3% 
of  OB/GYN’s  nationwide  had  given 
up  obstetrics  due  to  liability  pres- 
sures. This  is  reducing  the  opportu- 
nities for  adequate  obstetrical  care 
in  many  Illinois  communities. 


We  must  quickly  work  for  solu- 
tions to  these  problems.  To  meet 
the  Surgeon  General’s  goal,  the 
National  Genter  for  Health  Statis- 
tics reports  that  Illinois  will  have  to 
triple  its  current  rate  of  progress  by 
1990. 

What  can  we  do  to  accomplish 


Governor’s  Parents  Too  Soon  Program 
Breaks  New  Ground 


In  1983,  Illinois  became  the  first 
state  in  the  nation  to  have  a 
statewide  program  devoted  to 
addressing  the  problems  of  teen 
pregnancy  and  teen  parenting. 
Parents  Too  Soon  (PTS)  was 
formed  by  Governor  James  R. 
Thompson  to  coordinate  and 
bolster  existing  services,  and 
bridge  the  gaps  between  the  pro- 
viders. 

In  less  than  five  years  the  pro- 
gram has  attracted  national 
attention.  In  recognition  of  his 
initiative.  Governor  Thompson 
was  asked  to  chair  the  National 
Governor’s  Association  Task 
Force  on  Teenage  Pregnancy. 
And  last  year.  Parents  Too  Soon 
received  the  1987  Innovations  in 
State  and  Local  Government 
Award  from  the  Ford  Founda- 
tion and  the  John  F.  Kennedy 
School  of  Government  at  Har- 
vard University.  The  honor 
comes  with  a $100,000  grant  to 
be  used  toward  PTS  programs. 

“Ghildren  having  children  is 
not  an  acceptable  concept,” 
Thompson  said  when  he  accept- 
ed the  award.  “It  leads  to  contin- 
ued welfare  dependency,  poor 
health  and  other  disadvantages 
for  parent  and  child.  The  Parents 
Too  Soon  program  has  helped  us 
to  understand  more  fully  the 
challenges  of  this  issue  and  deal 
with  them  as  effectively  as  possi- 
ble.” 

Parents  Too  Soon  is  funded 
through  three  Illinois  agencies — 
the  departments  of  Public 
Health,  Public  Aid  and  Children 


and  Family  Services.  Those  agen- 
cies coordinate  teen  pregnancy 
activities  of  seven  other  state 
agencies  and  advise  125  commu- 
nity based  organizations  which 
design  and  operate  specific  pro- 
grams. 

Participants  on  the  communi- 
ty level  have  included  local 
health  departments,  school  dis- 
tricts, Urban  Leagues,  universi- 
ties, hospitals  and  churches. 

Their  efforts  pursue  three 
goals:  to  reduce  the  incidence  of 
teen  pregnancy;  to  reduce  the 
health  risks  of  teen  pregnancy; 
and  to  improve  the  teen  parent’s 
ability  to  cope  with  the  responsi- 
bilities of  parenthood. 


By  the  end  of  1986,  Parents 
Too  Soon  had  helped  more  than 
71,908  teen  mothers  through 
demonstration  programs,  prena- 
tal care  programs,  parent  train- 
ing and  the  supplemental  food 
program.  Another  200,000  teens 
were  reached  through  preventive 
measures  such  as  education  pro- 
grams and  leadership  confer- 
ences. The  Parents  Too  Soon 
hotline  receives  an  average  of  35 
calls  a day  from  teens  with  preg- 
nancy or  parenting  problems. 

Although  the  program  is  still 
very  young,  the  results  have  been 
encouraging.  In  sheer  numbers, 
births  to  teenagers  dropped 


11.9%  from  1982  to  1985— 
from  25,013  to  22,043.  The 
greatest  decrease  came  in  births 
to  white  teens,  down  16.2%.  The 
number  of  births  to  nonwhite 
teens  dropped  5.8%.  Some  of  the 
decreases  can  be  attributed  to  a 
decline  in  the  teen  population, 
but  there  still  was  a decrease  of 
9%  in  births  per  1,000  white 
teens. 

The  improvement  also  can  be 
seen  in  the  ratio  of  teen  births  to 
all  births.  In  1982,  almost  14%  of 
all  births  were  to  teen  mothers. 
By  1984,  births  to  teens 
accounted  for  13%  of  all  births. 
And  by  1986,  births  to  teens  had 
dropped  to  12.5%  of  all  births. 


However,  much  less  encourag- 
ing are  the  figures  for  numbers 
of  births  to  single  teen  parents. 
In  1982,  almost  63%  of  all  teen 
births  were  to  single  parents.  In 
1985,  although  the  actual  num- 
bers had  declined,  the  percent- 
age of  births  to  single  teen  moms 
had  jumped  to  Just  over  70%. 

The  increase  was  seen  in  both 
white  and  nonwhite  teen  par- 
ents. 

Family  planning  and  educa- 
tion services  (PTS  does  no  abor- 
tion counseling  or  referrals), 
teen  leadership  conferences  and 
an  extensive  public  awareness 
campaign — including  posters. 


Parents  Too  Soon  Teen  Hotline  1-800-4-CALL- 
US  for  information  and  referrals. 
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this  goal?  Wc  must  first  take  full 
advantage  of  existitig  resourees.  We 
are  presently  ignoring  one  cost- 
efleetive  alternative:  despite  its  eli- 
gibility, Illinois  has  tiot  taken  advan- 
tage of  a program  passed  by  (Con- 
gress last  year  allowing  states  to 
expatid  Medicaid  coverage  to  low- 
income  pregnant  women  and  young 
children.  Governor  Thompson,  a 
member  of  the  National  Commis- 
sion to  Prevent  Infant  Mortality, 
should  .seriously  consider  the  bene- 
fits that  this  expansion  would  pro- 
vide to  many  low-income  women  in 
Illinois.  Twenty-three  states  have 
already  become  participants  in  this 
program. 

There  are  other  existing  pro- 
grams benefiting  Illinois  that  need 
our  continued  support.  The  Na- 


tional Health  Service  (Corps  Pro- 
gram is  a federal  initiative  which 
allows  physicians  to  repay  some  of 
their  medical  school  loatis  by  devot- 
ing their  skills  to  local  community 
health  centers  in  underserved  areas. 
In  fact,  the  NHSC  is  the  largest 
supplier  of  clinic  manpower  to 
these  health  centers,  which  this  year 
will  serve  over  five  million  needy 
patients. 

In  recent  years,  the  Reagan 
Administration  has  proposed  elimi- 
nating the  NHSC  program.  When 
you  consider  that  community  health 
centers  serve  thousands  of  low- 
income  patients  in  Illinois  (a  major- 
ity of  whom  are  on  public  assis- 
tance), it  seems  hardly  cost-efficient 
to  eliminate  their  source  of  man- 
power. It  would  mean  that  under- 


served areas  in  Illinois  would  be  left 
with  only  emergency  services,  and 
in  some  places  no  medical  services 
at  all. 

There  are  also  several  coopera- 
tive efforts  between  our  state’s  pub- 
lic health  officials  and  the  medical 
community.  Two  outstanding  pro- 
grams are  the  Parents  Too  Soon 
“Southern  Seven”  project  in  the 
state’s  southernmost  counties,  and 
the  “Beethoven”  project  in  Chica- 
go- 

The  Parents  Too  Soon  Program, 
which  began  in  1983  as  an  arm  of 
the  Illinois  Department  of  Public 
Health  aimed  at  reducing  teenage 
pregnancy,  focuses  its  “Southern 
Seven”  program  on  providing 
transportation,  education,  medical 
and  financial  assistance  to  teen 


public  service  announcements,  a 
documentary  and  a highly  suc- 
cessful teen  songwriting  con- 
test— have  been  working  toward 
reducing  that  number  in  the  last 
few  years. 

Parents  Too  Soon  programs 
aimed  at  improving  chances  of 
healthy  babies  and  healthy  moth- 
ers include  a supplemental  food 
program  that  reaches  25%  of 
teen  mothers,  mostly  in  econom- 
ically depressed  areas  of  the 
state,  and  30  prenatal  care  pro- 
grams run  by  city  or  county  pub- 
lic health  departments.  The  pro- 
gram also  funded  three  compre- 
hensive demonstration  programs 
and  assisted  four  school  health 
clinics. 

One  demonstration  site  was 
the  Winnebago  County  Health 
Department.  The  year  before  the 
demonstration  program  began, 
12%  of  the  500  babies  born  to 
teens  that  year  were  of  low  birth 
weight.  Three  years  later,  in 
1986,  the  rate  had  dropped  to 
8.8%.  The  demonstration  pro- 
gram reached  80%  of  the  teens 
giving  birth  in  the  county. 

To  reach  the  third  goal, 
improving  the  teen  parent’s  abil- 


ity to  cope  with  the  responsibili- 
ties of  parenting,  PTS  programs 
focus  on  helping  single  teen  par- 
ents (almost  always  mothers) 
avoid  welfare  dependency,  pre- 
venting situations  that  can  lead 
to  delayed  child  development  or 
child  abuse,  and  reducing  the 
likelihood  of  repeat  cycles  of 
teen  pregnancy,  parenthood  and 
poverty. 

A major  program  has  been  the 
Department  of  Public  Aid’s 
Young  Parents  Program,  offer- 
ing education,  job  training  and 
basic  skills  development,  as  well 
as  training  in  parenting,  nutri- 
tion, personal  and  family  health 
and  improving  self-concept. 

Illinois  is  one  of  two  states 
receiving  federal  funding  for  an 
expanded  program  for  teen  par- 
ents receiving  Aid  to  Families 
with  Dependent  Children 
(AFDC).  The  new  program.  Pro- 
ject Advance,  coordinates  with 
Project  Chance,  the  statewide 
program  for  job  placement,  and 
will  target  young  fathers. 

In  the  coming  years  Parents 
Too  Soon  will  increase  its  out- 
reach to  teen  fathers.  The 
$10Q,000  Innovations  award 


received  last  year  will  go  toward 
male  responsibility  programs. 
The  male  effort  started  in  1986, 
with  the  establishment  of  the  Illi- 
nois Male  Adolescent  Network,  a 
resource  of  more  than  60  agen- 
cies with  male  responsibility  pro- 
grams. Late  last  December,  Gov- 
ernor Thompson  announced 
that  13  agencies  across  Illinois 
had  been  awarded  a total  of 
$253,000  to  develop  programs 
to  teach  responsibility  to  boys 
ages  10  to  15. 

“Traditionally,  teen  pregnan- 
cy prevention  programs  have  tar- 
geted adolescent  girls,”  Thomp- 
son said  in  announcing  the 
awards.  “With  this  new  funding. 
Parents  Too  Soon  is  taking  an 
important  step  in  acknowledging 
the  boy’s  co-responsibility  in  the 
teen  pregnancy  problem.” 

Parents  Too  Soon  also  will 
continue  to  attack  the  problems 
of  repeat  pregnancy,  education, 
job  training  and  employment, 
and  continued  cooperation  and 
communication  between  public 
and  private  agencies  providing 
services  to  teens.  i 
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mothers  in  the  state’s  southernmost 
counties.  The  program  has  reduced 
the  infant  mortality  rate  for  its  teen 
clients  to  zero. 

The  “Beethoven”  project,  involv- 
ing the  Robert  Taylor  housing  pro- 
ject on  Chicago’s  south  side,  is  a 
public-private  effort  headed  by  phi- 


Illinois Attacks 
Infant  Mortality 
Problem 


In  1979,  the  United  States  Sur- 
geon General  established  a 
national  objective:  to  reduce  the 
infant  mortality  rate  to  nine 
deaths  per  1,000  births  by  the 
year  1990. 

Illinois  has  been  climbing 
toward  that  goal  for  the  past  20 
years.  The  state’s  infant  mortality 
rate  declined  28%  from  1975  to 
1985 — from  18.4  to  11.6  deaths 
per  1,000  births. 

Although  closer  to  the  “nine 
by  ’90”  goal,  more  children  die 
before  their  first  birthday  in  this 
state  than  in  any  other  northern 
industrialized  state. 

And  consider: 

■ In  1987  there  were  2,100 
infant  deaths  in  Illinois — 200 
more  than  the  national  aver- 
age; 

■ Some  6%  more  babies  are 
born  with  a low  birth  weight 
in  Illinois  than  in  the  United 
States  as  a whole; 

■ The  average  underweight 
newborn  spends  20  days  in 
the  hospital  at  an  average 
cost  of  $1,000  per  day,  often 
at  public  cost; 

■ One  fifth  of  those  low  birth- 
weight  babies  are  rehospital- 
ized within  a year; 

■ Illinois’  postneonatal  death 


lanthropist  Irving  Harris  which 
focuses  on  early  intervention  in  the 
lives  of  disadvantaged  young  peo- 
ple. The  program  monitors  health 
care  for  mothers  and  children  from 
birth  to  kindergarten  and  beyond. 

We  must  realize  that  these  pro- 
grams are  an  investment  in  reduc- 


rate is  25%  higher  than  the 
national  average;  half  of 
those  deaths  are  due  to  sud- 
den infant  death  syndrome; 

■ The  infant  mortality  rate  for 
white  children  is  close  to  that 
of  whites  in  the  U.S.,  but  the 
infant  mortality  rate  for 
blacks  in  Illinois  is  20%  high- 
er than  the  national  average; 

■ Infants  born  to  teen  mothers 
have  a death  rate  65%  higher 
than  infants  born  to  mothers 
over  age  20. 

Faced  with  facts  such  as  these 
despite  years  of  progress,  in 
1985  Governor  James  Thomp- 
son stepped  up  the  drive  to 
reduce  infant  mortality  with  the 
state’s  first  coordinated,  compre- 
hensive program  to  meet  the 
Surgeon  General’s  challenge. 
The  Infant  Mortality  Reduction 
Initiative  was  renamed  “Families 
With  a Future”,  and  program 
machinery  warmed  up. 

Unfortunately,  the  long  peri- 
od of  decline  in  the  infant  mor- 
tality rate  seemed  to  hit  a plateau 
in  1986,  when  the  rate  went  back 
to  12.0  deaths  per  1,000  births. 
Provisional  figures  for  1987  put 
the  rate  at  1 1.5. 

Like  the  U.S.  initiative,  Illinois 
has  a companion  goal  of  12.0 


ing  infant  mortality,  a problem  too 
expensive  to  ignore.  This  year  tax- 
payers will  spend  an  estimated  $2 
billion  to  care  for  low  birthweight 
infants.  In  contrast,  the  approxi- 
mate cost  of  delivering  comprehen- 
sive prenatal  care  to  all  poor,  preg- 
nant women  in  the  U.S.  is  about  $1 


deaths  per  1,000  births  for  non- 
white infants.  The  non-white  rate 
was  20.0  in  1985  and  21.0  in 
1986. 

Even  before  1985,  Illinois  had 
in  place  a network  to  insure  the 
availability  of  perinatal  care,  pre- 
natal care  clinics  in  local  health 
departments,  a screening  system 
for  genetic  diseases,  public 
awareness  and  education  cam- 
paigns, services  to  pregnant 
teens  and  teen  parents,  nutrition 
programs,  service  networking 
and  more. 

The  Illinois  State  Medical 
Society  presented  a plaque  to 
Governor  James  Thompson  at 
the  1 986  Annual  Meeting  in  rec- 
ognition of  his  progress  in  reduc- 
ing the  infant  mortality  rate  in 
Illinois.  The  Governor  received  a 
further  honor  last  year,  when  he 
was  appointed  to  the  National 
Commission  to  Prevent  Infant 
Mortality.  The  commission  holds 
hearings  around  the  country  to 
gather  information  on  infant 
mortality  and  make  recommen- 
dations to  Congress  and  the 
President  on  ways  to  reduce  and 
prevent  infant  mortality. 

“Illinois  has  made  enormous 
strides  in  reducing  infant  mortal- 
ity, dropping  from  18.4  to  11.6 
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billion. 

On  the  federal  level,  C'ong^ress 
recently  expanded  optional  Medic- 
aid coverage  to  help  low-income 
pregnant  women.  As  a member  of 
the  House  Budget  Committee,  I 
strongly  supported  “The  Children’s 
Initiative,’’  a legislative  package 
expanding  several  cost-effective 
programs  benefiting  children,  as 
part  of  the  1988  Budget  Resolu- 
tion. 1 will  fight  to  increase  that 
funding  level  again  in  next  year’s 
budget. 

On  the  state  level,  we  must  work 


in  a hiparti.san,  intergovernmental 
fashion  to  increase  Medicaid  reim- 
hursement  and  re.solve  the  malprac- 
tice dilemma  facing  obstetricians. 
We  can  also  increase  support  for 
several  state  infant  mortality  pro- 
jects, like  the  Parents  I'oo  Soon 
program. 

Finally,  at  all  levels,  we  must 
inform  low-income  women  about 
the  importance  of  prenatal  care  and 
where  to  get  it.  I am  working  with 
members  of  the  state’s  medical 
community,  the  Illinois  Congressio- 
nal delegation,  and  state  leaders  in  a 


statewide  effort  to  reach  low- 
income  mothers.  We  must  move 
now  to  avoid  the  huge  costs  in 
medical  care  and  human  suffering 
that  accompany  high  infant  death 
rates.  i 


CongTc.ssman  Richard  J.  Durbin  ol  Spiitig- 
ficld  serves  the  20th  District  in  central  west- 
ern Illinois,  A Democrat,  Congressman  Dur- 
bin is  a member  ot  the  House  .Select  Com- 
mittee on  Children,  \'outh,  and  Families,  the 
Committee  on  Appropriatiotis,  and  the 
Committee  on  the  Budget. 


deaths  per  1,000  births  in  the 
years  from  1975  to  1985,” 
Thompson  said  before  the  first 
hearing.  “We  have  done  it  with 
aggressive  programs  that  com- 
bine all  the  assets  and  initiatives 
of  both  the  private  and  public 
sector.  But  the  problem  is  a dire 
one  and  we  have  a long  way  to  go 


before  reaching  our  goal  of  9.0 
deaths  per  1,000  births  by 
1990.” 

The  Illinois  Department  of 
Public  Health  oversees  and 
funds  Families  With  a Future 
with  the  cooperation  of  five  oth- 
er state  agencies.  In  addition  to 
money,  the  health  department 
provides  training,  workshops  and 
advice  to  lead  agencies  across  the 
state. 

The  basic  thrust  of  Families 
With  a Future  is  to  direct  high 
risk  pregnant  women,  infants 
and  high  risk  women  of  child- 
bearing age  to  community  based 
centers  where  they  can  be 
referred  to  services  they  need 


through  a network  system.  Cli- 
ents are  referred  to  Families 
With  a Future  by  their  doctors  or 
other  health  care  providers, 
agencies  or  programs,  public 
awareness  campaigns,  a hotline 
number  and  other  sources. 

Case  management  is  essential 
to  the  program.  Case  workers 


ensure  that  all  needed  services 
are  available  to  the  family  and 
that  no  mother  or  child  “falls 
through  the  cracks.” 

Families  With  a Future  aug- 
ments and  coordinates  existing 
services  and  helps  clients  find 
services  of  which  they  otherwise 
may  have  been  unaware.  There 
are  27  networks,  covering  19 
Chicago  communities  and  all  or 
parts  of  12  counties,  areas  of 
high  infant  mortality.  They  are 
overseen  by  seven  lead  agencies: 
the  Chicago  Department  of  Pub- 
lic Health,  Cook  County  Depart- 
ment of  Public  Health,  Southern 
Seven  Health  Department,  East 
Side  (East  St.  Louis)  Health  Dis- 


trict, Vermilion  County  Health 
Department,  Macon  County 
Health  Department,  and  Kanka- 
kee County  Health  Department. 

In  1987,  almost  two-thirds  of 
the  public  health  budget — nearly 
$120  million  — was  appropriated 
for  programs  for  women  and 
children,  including  Families  With 
a Future.  Other  women  and  chil- 
dren programs  dovetail  with 
Families  With  a Future. 

Among  the  complementary 
programs  are  Parents  Too  Soon, 
the  Supplemental  Food  Program 
for  Women,  Infants  and  Chil- 
dren (WIC),  Commodity  Supple- 
mental Food  Program  (CSFP), 
family  planning  services,  mater- 
nal and  child  health  block  grants, 
and  an  adolescent  health  pro- 
gram. 

Reaching  the  “nine  by  ’90” 
goal  will  be  difficult,  but  Illinois 
will  not  lower  its  sights.  Dr.  Ber- 
nard Turnock,  Director  of  the 
Illinois  Department  of  Public 
Health,  said,  “The  goal  itself  is 
worth  maintaining.  It  sets  our 
sights  quite  high.  The  goal  ties  us 
into  the  national  campaign,  gives 
us  a common  bond  and  stimu- 
lates us  to  do  as  well  as  we 
can.”  4 


Families  With  a Future  1-800-545-2200  hot- 
line for  information  or  referrals. 
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By  Fred  Z.  Where,  M.D.,  M.A.(Ed.),  Chieeicothe,  aar) 
Janet  L.  Myers,  R.N.,  F.P.N.C. /Peoria 


The  1986  AMA  White  Paper  on  Adolescent  Health  estimates  that 
5,000  persons  under  age  19  commit  suicide  each  year — and  50,000 
attempt  it.  The  American  Academy  of  Pediatrics  recently  recommended 
that  physicians  ask  about  suicidal  ideation  in  all  adolescent  medical 
examinations. 

Last  year,  Peoria  area  community  leaders  formed  a task  force  to  study 
suicide.  Working  with  staff  from  the  Methodist  Medical  Center  of 
Illinois,  the  task  force  formed  a number  of  subcommittees  to  focus  on 
specific  aspects.  A primary  care  physician/nurse  subcommittee  examined 
the  phenomenon  from  the  family  practice  standpoint.  The  subcommittee 
used  two  instruments — the  Beck  Depression  Inventory  and  the  Kovacs 
Childhood  Depression  Inventory — which  may  help  to  identify  vulnerable 
teens  and  preteens. 


A subcommittee  of  primary  care 
family  practice  physicians  and 
nurses  agreed  to  assess  the  litera- 
ture in  youth  suicide,  examine  its 
applicability  to  the  local  experience 
and  identify  some  of  the  risk  fac- 
tors. 

Suicide  attempts  occur  when  the 
life  outlook  is  so  despairing  and 
hopeless  that  no  other  alternative 
appears  viable.  Some  studies  indi- 
cate a correlation  between  negative 
expectancies  and  seriousness  of 
intent.  Those  with  a history  of 
underlying  depression  have  been 
said  to  be  most  vulnerable.  Some 
facts  from  the  literature: 

■ Depression  ranks  in  preva- 
lence from  third  to  tenth 
most  common  diagnosis  en- 
countered, and  is  the  second 
most  frequent  psychiatric 
problem  encountered. 


B 5()%-80%  of  patient  visits  to 
primary  care  physician  of- 
hces  feature  a significant 
emotional  component  (and 
54%  of  patient  encounters 
occur  in  the  primary  care 
environment.) 

B Up  to  80%  of  those  with 
moderate  depressive  symp- 
toms seek  medical  care  each 
year  and  of  these,  four  out  of 
hve  present  to  the  primary 
care  physician. 

B Test  instruments  to  identify 
depression  greatly  improve 
recognition. 

It  has  been  said  that  most  individ- 
uals who  attempt  suicide  have  been 
seen  within  two  weeks  of  the 
attempt  in  a physician’s  office.  As  a 
first  step,  the  subcommittee  did  a 
quick,  informal  assessment  of 
attempted  and  successful  suicides  in 


one  family  physician’s  group  prac- 
tice. 

Fourteen  such  patients  were 
identified — five  aged  23-62  and 
nine  aged  15-22.  All  who  had  been 
seen  were  under  treatment  or  had 
been  referred  to  a psychiatrist.  But 
six  of  those  in  the  15-22  age  group 
had  no  prior  visits  or  indications  of 
early  warning  signs  on  the  record. 

The  subcommittee  determined 
that  there  were  probably  a fair 
number  of  at-risk  children  and  that 
our  task  would  be  to  find  a means  to 
identify  them  early  on. 

We  decided  to  use  the  mandatory 
fifth  and  ninth  grade  physicals  to 
screen  patients  for  depression — 
and  vulnerability  to  suicide. 

Survey  Findings 

The  pilot  study  was  performed  in 
the  office  of  one  group  of  family 
physicians.  Preliminary  results  were 
exceedingly  good.  All  question- 
naires given  to  the  children  were 
filled  out  entirely  by  the  children 
themselves.  Many  were  completed  j 
in  conjunction  with  a parent,  but  i 
the  children  carried  out  the  task  in 
each  case,  indicating  good  accept- 
ability and  utilization. 

The  Kovacs  Childhood  Depres- 
sion Inventory'  was  distributed  to 
fifth  grade  students.  The  27  ques- 
tions center  on  the  subject’s  emo- 
tional responses  in  a multiple 
choice  format.  Key  indicators  ask 
about  suicidal  ideation,  social  life 
and  unspecified  fearfulness. 

Ninth  graders  were  asked  to  ■ 
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complete  the  Beck  Depression 
Inventory.'  Again,  questions  re- 
garding friendships  and  suicidal 
ideation  were  found  to  he  key. 

Four  of  the  children  had  been 
subjects  of  their  parents’  concern 
prior  to  the  visit.  In  these  cases, 
physician  examination  of  the  issue 
with  the  parent  in  the  child’s  pres- 
ence acted  as  a catalyst  to  appropri- 
ate professional  counseling.  The 
remaining  five  children  found  to  be 
depressed  through  the  instrument 
surfaced  as  a surprise  to  the  parents 
(not  the  children).  Again,  referrals 
were  made  successfully. 

Summary 

The  pilot  study  suggests  excellent 
parental  acceptance  and  good  stu- 
dent utilization  of  survey  instru- 
ments to  assess  suicidal  vulnerabili- 
ty. Many  questions  remain.  It  is  not 
known  if  the  high  level  of  accept- 
ability will  prove  out  on  a broader 
survey  sample. 

Success  of  the  ultimate  preven- 
tive thrust  must  be  studied  over 
time.  The  University  of  Illinois  Peo- 
ria School  of  Medicine’s  depart- 
ment of  family  practice  is  looking 
into  a broader,  long-term  study. 
Physicians  using  these  instruments 
and  following  their  patients  would 
be  able  to  identify  long  term  out- 
comes. A disturbing  factor  in  the 
original  study — that  those  young- 
sters who  had  been  identified  and 
referred  for  appropriate  counseling 
and  treatment  continued  to  attempt 
or  complete  suicide — must  be  fur- 
ther examined. 

Our  results  are  very  preliminary; 
a long  term  study  with  a larger 
volume  of  subjects  is  necessary 
before  any  conclusions  can  be 
drawn.  It  is  certain,  however,  that 
this  is  an  area  which  should  be 


ISMS  Auxiliary 
Focuses  on 
Teen  Health 


The  Illinois  State  Medical  Society 
Auxiliary  has  sponsored  a num- 
ber of  programs  around  the  state 
to  help  Illinois  families  work 
through  problems  with  their 
teens.  A September  1987  Ado- 
lescent Sexuality  workshop  for 
parents,  physicians,  school  coun- 
selors, nurses  and  students  drew 
strong  support. 

“The  workshop  sought  to 
identify  the  growth  and  develop- 
ment needs  of  the  adolescent,’’ 
Lynn  Kassel,  ISMSA  president, 
explained.  “The  speakers  depic- 


further  addressed  in  assessing  the 
mental  and  physical  health  of  our 
young  patients.  i 
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Adolescence  is  generally  defined  as  the  years  between  ages  12  and 
18,  although  it  sometimes  begins  sooner  and  usually  ends  later. 
Developmentally,  It  Is  a time  of  testing  social  boundaries  and 
experimentation.  Physicians  treating  teens  are  likely  to  encounter 
problems  associated  with  substance  abuse  and  adolescent  sexuality.  The 
challenge  in  adolescent  health  care  lies  In  maintaining  focus  on  the  teen 
as  a young  adult  and  family  member  faced  with  a number  of  hidden 
pressures,  rather  than  a youngster  displaying  certain  behaviors. 


“We  must  do  what  we  have  been 
trained  to  do,  and  that  is  to  do 
thorough  histories  and  physicals 
which  do  not  leave  out  certain 
aspects  of  the  history  or  certain 
parts  of  the  anatomy  because  we  are 
uncomfortable  with  what  is  going 
on  between  the  legs  or  between 
somebody’s  ears,”  says  Dr.  Tony 
Dekker.  “The  old  rule  in  medicine 
is  that  if  you  don’t  take  a temp,  you 
can’t  find  a fever.  And  if  you  don’t 
look  for  pathology  you  aren’t  going 
to  hnd  it.” 

Anthony  Dekker,  D.O.,  is  a fami- 
ly physician  specializing  in  adoles- 
cent and  young  adult  medicine. 
Dekker,  the  director  of  community 
medicine  at  Chicago  Osteopathic 
Medical  Center,  works  primarily 
with  troubled  teens.  Medical  direc- 
tor of  the  adolescent  care  unit  at  St. 
Elizabeth  Hospital  in  Chicago,  he  is 
also  affiliated  with  the  pediatric 
ecology  unit  at  Mt.  Sinai  Hospital. 


Dekker  completed  an  adolescent 
medicine  fellowship  at  Rush-Pres- 
byterian-St.  Luke’s  Medical  Center. 
He  consults  there  and  is  on  staff  at 
Olympia  Fields,  Northwest  Com- 
munity and  Holy  Cross  hospitals. 
He  believes  that  strong  families  with 
genuine  communication  are  the  key 
to  healthy  adolescents. 

“The  vast  majority  of  kids  with 
behavior  problems  have  communi- 
cation problems  with  their  par- 
ents,” he  says.  “Lack  of  structure  in 
the  home,  poor  or  negative  envi- 
ronment with  their  peers,  sexual 
activity  or  chemical  activity — all  of 
those  things  contribute.  But  if  the 
physician  is  willing  to  accept  as  first 
premise  the  idea  that  the  family  unit 
is  the  patient  when  the  child  is  the 
patient,  he’s  two  steps  ahead.” 

Dr.  Rick  Banta  would  agree  with 
that  assessment.  A child  psychiatrist 
and  diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology, 


Richard  G.  Banta,  M.D.,  is  affiliated  j 
with  SwedishAmerican,  Rockford 
Memorial  and  St.  Anthony  hospitals  ' 
in  Rockford.  A clinical  associate 
professor  of  psychiatry  at  the  UI 
Rockford  School  of  Medicine,  he  is 
chairman  of  the  medical  advisory 
board  for  the  Illinois  Department 
of  Alcoholism  and  Substance 
Abuse. 

Banta  feels  that  the  physician 
needs  to  help  parents  recognize 


Anthony  Dekker,  D.  O. 
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signs  tliat  their  teens  are  troubled. 
“You  ask  about  speeibc  behavior,” 
be  says.  “Has  the  kid  started  living  a 
motel  existence?  In  the  last  three 
months,  he  comes  home,  changes 
clothes  and  is  gone  again.  He’s 
totally  isolated  himself  from  the 
family.  Has  there  been  an  abrupt 
change  in  personality?  Is  he  signih- 
cantly  more  moody?” 

“What  about  his  friends?”  Banta 
continues.  “Three  years  ago,  he  was 
slaving  to  be  the  starting  quarter- 
back. Now  he  doesn’t  even  play 
football  anymore.  All  he  does  is 
hang  around  the  mall  and  play  vid- 
eo games  with  those  burnouts.  His 
girlfriend  looks  like  a real  sleaze. 
You’ve  tried  not  to  say  anything 
because  you  know  what  will  happen 
if  you  do.  But  you  have  some  real 
concerns  about  this  girlfriend;  you 
know  that  a year  ago  he  would  have 
picked  someone  different.” 

These  observations  can  point  in 
many  directions.  Dr.  Violet  Eggert 
suggests  that  physicians  look  for 
clues  of  adolescent  substance 
abuse,  and  conduct  the  clinical 
interview  accordingly. 

Violet  M.  Eggert,  M.D.,  is  medi- 
cal director  of  the  Illinois  State 
Medical  Society  Impaired  Physician 
Program.  Eggert  is  the  former  med- 
ical director  for  Interventions,  a 
group  of  seven  free-standing  treat- 
ment centers  for  alcoholism,  drug 
dependence,  behavioral  and  emo- 
tional disorders.  She  chairs  the 
ISMS  ad  hoc  Committee  on  Train- 
ing Physicians  in  Substance  Abuse. 

“According  to  the  National  Insti- 
tute of  Drug  Abuse,”  Eggert  says, 
“67%  of  all  high  school  students 
have  tried  an  illicit  substance.  Alco- 
hol, marijuana  and  cocaine  are  the 
leading  drugs  of  preference  for 
teens,  although  inhalants,  halluci- 
nogens, stimulants,  sedatives  and 
over-the-counter  drugs  continue  to 
be  abused.  The  most  frequently 
abused  drug  is  alcohol:  eight  out  of 
ten  high  school  students  have 
experimented  with  it.” 

“You  can  go  through  the  year- 
book for  any  high  school  in  this 
state  and  find  a page  dedicated  to 
the  memory  of  someone  who  died 
because  of  a chemical  event,”  Dek- 
ker  says.  “It  might  be  alcohol  or 
drugs  directly,  or  it  might  be  a 
drowning  or  accident  that  occurred 
as  a result.  We  have  to  realize  that  it 


Richard  G.  Banta,  M.D. 


is  the  usual  kid  who  uses  illicit  drugs 
before  graduating  from  high 
school.  Alcohol  is  the  number  one 
drug  problem  in  our  adult  popula- 
tion— and  over  two-thirds  of  ado- 
lescent males  will  drink  to  intoxica- 
tion during  their  senior  year.” 

Establishing  a Dialogue 

Eggert  stresses  the  importance  of 
the  therapeutic  bond  between  phy- 
sicians and  adolescent  patients,  and 
the  need  to  create  an  environment 
where  they  feel  free  to  share  their 
feelings  and  experiences. 

“Physicians  must  be  comfortable 
and  nonjudgmental  in  questioning 
the  teen  about  drug  availability  at 
school,  drug  and  alcohol  experi- 


mentation or  knowledge  of  the 
effects  of  illicit  substance  abuse,” 
she  says.  “I  would  suggest  making  a 
substance  abuse  history  part  of 
every  office  interview  starting  in 
preadolescent  years.  Both  the 
patient  and  the  physician  become 
comfortable  with  the  routine.  It’s 
important.  Otherwi.se,  the  teen  will 
probably  sense  your  discomfort  and 
evade  the  issue  or  mirror  your 
uneasiness.” 


Substance  Abuse: 

How  Does  It  Start? 

“Adolescents  are  torn  between 
an  increasing  drive  toward  indepen- 
dence and  the  need  to  be  part  of  a 
peer  group,”  Eggert  says.  Teens 
may  begin  by  abusing  over-the- 
counter  drugs  because  they  are 
legal,  cheap,  available  and  easily 
concealed.  Abusers  love  them 
because  the  high  is  quick  and  disap- 
pears fairly  rapidly.  Then  they’re 
attracted  to  psychedelics  for  the 
feeling  of  enhanced  mental  activity. 


the  novel  perception  of  usual  envi- 
ronmental stimuli  and  decreased 
ability  to  distinguish  between  them- 
selves and  their  surroundings.” 

According  to  Banta,  teens  take 
drugs  for  the  same  reasons  that 
adults  do — to  avoid  confronting 
things.  “A  chemically  dependent 
kid  who’s  on  a detox  unit,”  he  says, 
“is  the  angriest,  saddest,  most 
frightened  kid  you’d  ever  want  to 
see.  They’ve  been  desperately  trying 
to  be  a real  person  and  somebody 
has  taken  away  their  only  source  of 
security.  The  chemicals  have  bottled 
up  the  kid’s  rage,  just  as  they  do  for 
an  adult,  but  in  addition  to  that, 
you’re  taking  away  the  only  way  the 
kid  has  to  face  the  world.” 

Children  are  exposed  to  drugs 


A chemically  dependent  kid  who's  on  a detox 
unit  is  the  angriest,  saddest,  most  frightened  kid 
you'd  ever  want  to  see.  They've  been  desperate- 
ly trying  to  be  a real  person  and  somebody  has 
taken  away  their  only  source  of  security. 
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Polydrug  abusing  teens  tend  to  perceive  life  as  a 
series  of  crises  to  which  they  react  with  agita- 
tion, malaise,  hostility  and  aggression. 


early,  according  to  Eggert.  “A  typi- 
cal drug  use  onset  pattern  begins  at 
slightly  more  than  12  years  of  age 
for  alcohol  and  about  13  years  for 
marijuana,”  she  says.  “Usage  may 
increase  during  the  adolescent 
years  and  appears  to  peak  in  the 
early  twenties.” 

Eggert  points  out  that  adolescent 
polydrug  abusers  suffer  from  low'er 
self  esteem,  high  levels  of  psycho- 
logical distress,  and  lower  perceived 
levels  of  parental  control. 

“Polydrug  abusing  teens  tend  to 
perceive  life  as  a series  of  crises  to 
which  they  react  with  agitation,  ma- 
laise, hostility  and  aggression,”  she 
says.  “And  in  households  where  a 
parent  abuses  alcohol,  children 
often  have  a distorted  view  of  what 
constitutes  acceptable  use  of  alco- 
hol.” 

Alcohol:  A Very  Serious  Drug 

Banta  drives  home  the  dangers  of 
alcohol  for  teens.  “Alcoholism  is  a 
terminal  illness,”  he  says.  “Once 
the  average  adult  male  becomes 
alcoholic,  he’s  got  10  to  20  years  of 
good  drinking  before  he  either  hits 
bottom  and  gets  well  or  dies. 
Women  die  quicker;  an  adult  wom- 


Violet  M.  Eggert,  M.D.  (Photo  courtesy 
of  The  Pantagraph) 


an  has  hve  to  eight  years.” 

“An  alcoholic  adolescent  who 
has  an  opportunity  for  uninterrup- 
ted drinking  will  progress  from 
onset  of  diagnosable  alcoholism  to 
either  getting  well  or  dying  in  any- 
where from  two  to  eighteen 
months.” 

“In  most  cases,  uninterrupted 
drinking  doesn’t  occur,”  he  says. 
“The  kid  gets  hospitalized  because 


nobody  knows  what’s  wrong  but  the  ' 
kid  is  all  screwed  up,  or  parents  i, 
really  come  down  hard,  so  the  ! 
drinking  is  interrupted.” 

Banta  explains  that  while  the  ^ 
diagnosis  of  alcoholism  is  no  differ-  I 
ent  in  children  than  in  adults,  the 
dehnition  is  more  subtle.  “Techni- 
cally, it’s  the  same,”  he  says.  “It’s 
the  development  of  tolerance  and 
loss  of  control.  But  we  have  to  look 
at  loss  of  control  very  carefully.  ^ 
Because  of  impulses  and  a whole 
bunch  of  other  reasons,  almost  ; 
every  13-year-old  who  drinks  three  ■ 
times  is  going  to  get  drunk  one  of  ; 
those  three  times.”  \ 

“Chemical  dependency  is  a ter- 
minal illness,”  he  says.  “If  the  par- 
ent doesn’t  want  treatment  for  the  ' 
child,  it  is  reportable  to  the  state  as  ; 
child  abuse.” 

Risk  Taking,  Creativity  and  i 

Chemical  Dependency 

“If  you  have  a kid  who  is  abusing 
drugs  or  alcohol,”  Banta  says,  “you  ! 
need  to  hnd  that  which  is  special  in  ^ 
him  or  her.  You  are  going  to  engen-  ; 
der  activity  in  the  direction  of  cre- 
ativity. You  are  going  to  help  them  i| 
learn  how  to  take  positive  risks.” 

Banta  takes  groups  of  his  patients  = 
on  camping  trips  and  shows  them  i 
how  to  climb  mountain  slopes.  “A  * 
kid  will  listen  more  to  other  kids  i 
than  to  an  adult.  When  I take  kids  % 
rock  climbing,  I don’t  do  much.  I j 
manage  the  ropes  and  make  sure  : 
they  don’t  break  their  necks.  They  ; 
do  all  the  work.” 

“Next,  you  have  to  teach  them 
that  you  don’t  have  to  hang  off  a ^ 


Substance  Abuse  Information 


The  Illinois  State  Medical  Society 
coordinates  a Substance  Abuse 
Education  Program  for  the 
membership.  A self-directed 
learning  packet,  “The  Physician’s 
Role  in  Recognizing  Substance 
Abuse,”  is  available  free  of 
charge.  A series  of  audio  cas- 
settes features  common  themes: 

■ Diagnosing  Substance 
Abuse 

■ To  Treat  or  Refer 

■ Conversations  About  Pedi- 


atric Abuse:  The  Infant 
Victim 

■ Conversations  on  Prescrip- 
tion Drug  Abuse 

■ Conversations  on  Cocaine. 

Posters  detailing  signs,  symp- 
toms, toxicology  and  emergency 
treatment  of  substance  abusers 
are  available  for  physician  offices. 
More  information  on  these 
materials  may  be  obtained  by  con- 
tacting the  ISMS  offices:  (312- 
782-1654;  or  1-800-782-ISMS). 


The  Illinois  Department  of 
Alcoholism  and  Substance  Abuse  , 
publishes  a resource  manual  on  ’ 
drug  and  alcohol  treatment  cen- 
ters in  Illinois.  The  manual  is 
available  free  of  charge  by  writ- 
ing the  Department  at  100  W. 
Randolph,  Suite  5-600,  Chicago 
6060 1 . Their  Springfield  office  is  > 
located  at  222  S.  College  St., 
Springfield  62704.  i 
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Commonly  Abused  Drugs 
Some  Diagnostic  Clues 


Substance  abuse  specialist  Violet 
Eggert,  M.D.,  suggests  that  phy- 
sicians think  in  terms  of  specific 
signs  and  symptoms  peculiar  to 
commonly  abused  drugs  when 
they  examine  adolescent  patients 
for  unexplained  health  prob- 
lems. They  should  also  be  aware 
of  the  role  of  over-the-counter 
medications  and  other  legally 
obtained  substances. 

Alcohol — Acne,  enlarged 

pores  and  periorbital  errup- 
tions  are  commonly  associ- 
ated with  alcohol  abuse. 
Increased  diaphoresis  is 
another  sign.  Amenorrhea 
can  be  a secondary  effect  of 
alcohol  (and  other  drugs) 
on  the  endocrine  system. 

Marijuana  (Cannabis) — Con- 
junctival injection,  malar 
flush  and  dry  mouth  indi- 
cate use  within  the  last  two 
hours.  Sinusitis,  bronchitis 
and  pharyngitis  are  associ- 
ated with  social  use.  Exist- 
ing pulmonary  disease 
which  exacerbates  or  is  sud- 
denly refractive  to  previous- 
ly effective  medication  is 
also  suspect. 

Cocaine — Dilated  pupils  and 
fast  pulse,  unexplained 
chest  pain,  eroded  teeth, 
and  abnormalities  in  the 
nasal  lining  or  mucosa  are 
commonly  seen  in  patients 
using  cocaine.  The  adoles- 
cent may  be  restless  and 
hyperalert,  and  report  anxi- 
ety-like  attacks.  Increased 


levels  of  suspiciousness  or 
paranoia  are  common,  as 
are  aggressive  or  violent 
outbursts.  Patients  or  their 
parents  may  report  moodi- 
ness— alternating  euphoria 
and  depression.  “If  three  or 
more  of  these  signs  are 
present,”  Eggert  says,  “the 
physician  should  think  co- 
caine.” 

OTCs — Not  all  abused  sub- 
stances are  illegal — or  even 
harmful  when  taken  under 
ordinary  circumstances  and 
in  appropriate  amounts. 
Physicians  should  be  aware 
of  the  role  of  over-the- 
counter  medicines  in  teen 
substance  abuse. 

Caffeinated  substances  are 
commonly  abused  by  teens. 
Signs  include  insomnia, 
restlessness,  excitement, 
tachycardia,  tremor  and 
diuresis.  Nearly  all  sleep 
and  cough  preparations 
now  contain  antihistamine. 
Eggert  quotes  research  by 
Victor,  et  al.,  demonstrating 
that  OTCs  account  for  7- 
10%  of  emergency  cases, 
2%  of  accidental  deaths  and 
almost  3%  of  suicides. 

Inhalants — Eye  irritation, 
photophobia,  diplopia,  and 
tinnitus  are  associated  with 
use  of  inhalants.  Nasal  lin- 
ing irritation,  cough,  nau- 
sea, emesis,  diarrhea  and 
vertigo  are  also  common. 
Physical  examination  may 


reveal  cardiac  irregularities 
as  well  as  a peculiar  odor  on 
the  breath. 

Although  the  hobby  indus- 
try has  modified  their  prod- 
ucts, adding  an  irritating 
scent  and  removing  some 
toxic  ingredients,  teens  con- 
tinue to  abuse  aerosol  pro- 
pellants and  industrial  sol- 
vents. Typewriter  correc- 
tion fluid,  toluene,  lighter 
fluid,  nail  polish  remover 
and  fluorinated  hydrocar- 
bons are  among  the  more 
popular  inhalants. 

Hallucinogens — Dilated  pu- 
pils, increased  body  temper- 
ature, flushed  face,  fine 
tremor  and  elevated  blood 
pressure  are  common  signs 
of  psychedelic  intoxication. 
Spontaneous  lateral  nystag- 
mus or  lateral  and  vertical 
nystagmus  in  the  absence  of 
a diagnosed  neurological 
disorder  may  suggest  PCP 
(phencyclidine)  intoxica- 
tion. The  most  popular  hal- 
lucinogens are  marijuana, 
LSD  (lysergic  acid  diethyl- 
amide) and,  decreasingly, 
PCP. 

Finally,  Eggert  cautions  physi- 
cians to  be  aware  of  prescription 
drug  abuse  among  teens  who  pil- 
fer medications  in  the  home  or 
obtain  them  by  other  illicit 
means.  While  far  less  common 
among  teens  than  adults,  pre- 
scription drug  abuse  does  exist. 
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rope  to  take  a risk.  Asking  for  a date 
is  risky.  Trying  out  for  the  school 
play  is  risky.  Entering  the  swim 
meet  is  risky.  Making  a new  friend  is 
risky.” 

“You  empower  them  and  make 
them  understand  that  they’re  spe- 
cial. All  you’re  doing  is  meeting 
developmental  needs.” 

Emerging  Sexuality: 

A Major  Issue 

Teens  are  growing  up  fast 
today — sexual  maturation  has  ac- 
celerated significantly  in  the  last 


thirty  years.  Physicians  need  to 
approach  the  subject  of  sexuality 
earlier  and  anticipate  hormonal 
shifts  at  a younger  age  than  they 
themselves  experienced. 

According  to  Dekker,  every  com- 
plete physical  includes  a genital 
exam,  and  the  direction  of  clinical 
inquiry  flows  from  there. 

“I  know  that  it’s  possible  to  give  a 
physical  examination  that  proceeds 
directly  from  the  belly  button  to  the 
knees,”  he  says.  “The  child  gets  a 
nonverbal  message  that  this  area  is 
off  limits.  That  shouldn’t  be.  Again, 


as  physicians,  we  must  do  what  we 
have  been  trained  to  do,  and  that 
means  a complete  history  and  phys- 
ical.” 

“As  part  of  the  physical,  you 
might  ask  a young  male  about  geni- 
tal pain.  ‘Have  you  ever  been 
injured  there?  Have  you  ever  had 
any  discomfort?  Have  you  ever  had 
a girlfriend  before?  Have  you  ever 
had  sex?’  ” 

Dekker  urges  open-ended  ques- 
tions that  require  a response.  “Ask 
if  they  are  trying  to  have  sex  with 
anyone.  If  they  say  no,  you  have  an 


Number  of  Office  Visits  Made  by  Adolescents,  by  the  20  Most  Frequent  Principal  Diagnoses  for  Visit: 
U.S.,  1980-81 


Age  and  principal  diagnosis 

Percent 

distribution 

Age  and  principal  diagnosis 

Percent 

distribution 

11-14  years 

15-20  years 

Total  (N  = 40,269) 

100.0 

Total  (N  = 87,172) 

100.0 

General  medical  examination 

7.0 

Normal  pregnancy 

9.1 

Allergic  rhinitis 

4.4 

Diseases  of  sebaceous  glands 

8.4 

Diseases  of  sebaceous  glands^ 

4.0 

General  medical  examination 

6.3 

Acute  pharyngitis 

3.2 

Acute  pharyngitis 

2.8 

Acute  upper  respiratory  infections  of  multiple  or 
unspecihed  sites 

3.2 

Acute  upper  respiratory  infections  of  multiple  or 
unspecihed  sites 

2.6 

Suppurative  and  unspecified  otitis  media 

2.9 

Special  investigations  and  examinations'* 

2.0 

Asthma 

2.8 

Disorders  of  refraction  and  accommodation 

1.7 

Disorders  of  refraction  and  accommodation 

2.6 

Allergic  rhinitis 

1.7 

Routine  infant  or  child  health  check 

2.3 

Other  diseases  due  to  viruses  and  chlamydiae 

1.6 

Certain  adverse  effects  not  elsewhere  classified’ 

2.0 

Followup  examination 

1.5 

Acute  tonsillitis 

2.0 

Acute  tonsillitis 

1.4 

Other  diseases  due  to  viruses  and  chlamydiae 

1.9 

Contact  dermatitis  and  other  eczema 

1.3 

Contact  dermatitis  and  other  eczema 

1.7 

Suppurative  and  unspecihed  otitis  media 

1.1 

Fracture  of  radius  and  ulna 

1.4 

Contraceptive  management 

1.0 

Disorders  of  external  ear 

1.3 

Asthma 

1.0 

Curvature  of  spine 

1.1 

Disorders  of  menstruation  and  other  abnormal 
bleeding  from  female  genital  tract 

0.9 

Bronchitis,  not  specified  as  acute  or  chronic 

1.1 

Bronchitis,  not  specihed  as  acute  or  chronic 

0.9 

Observation  and  evaluation  for  suspected 
conditions 

1.0 

Disorders  of  external  ear 

0.8 

Other  noninfective  gastroenteritis  and  colitis 

1.0 

Chronic  sinusitis 

0.8 

Followup  examination 

1.0 

Neurotic  disorders 

0.8 

Residual 

52.1 

Residual 

52.3 

^Acne  other  than  varioliformis 
^Allergy  unspecified 
'* Gynecological  examination 

(Source:  U.S.  Public  Health  Service  and  Health  Care  Financing  Administration:  International  Classification  of  Diseases,  9th  Revision, 
Clinical  Modification  (1CD-9-CM)  DHHS  Pub.  No.  (PHS)  80-1260.  Public  Health  Service.  Washington,  U.S.  Government  Printing 
Office,  Sept.  1980.  Reprinted  from  “The  AMA  White  Paper  on  Adolescent  Health,"  1986,  by  permission  of  the  American  Medical 
Association. ) 
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opportunity  to  reinforce  it.  Say 
‘You’re  making  the  right  decision. 
The  longer  you  can  wait,  the  better 
off  you’ll  be.  Having  sex  is  very 
risky.’  ” 

“The  kid  walks  away  with  positive 
reinforcement  and  the  physician 
has  had  the  chance  to  let  him  know 
that  he  is  old  enough  to  get  a girl 
pregnant,  old  enough  to  get  a vene- 
real disease.  Since  half  of  all  teen- 
agers have  had  some  type  of  venere- 
al disease  by  the  time  they  are  18, 
it’s  worth  intervening.” 

“The  last  step  is,  ‘Listen,  I’m 
really  glad  you  aren’t  having  sex, 
but  if  you  ever  change  your  mind 
and  think  that  you  are  going  to  have 
to  or  want  to,  would  you  talk  to 
your  parents  and  come  back  to  talk 
to  me?’  Keep  the  door  open.” 


“Because  of  AIDS,  it’s  a lot  easi- 
er for  physicians  to  talk  to  kids 
about  sex  now,”  Banta  says.  “Now 
they  can  say  that  abstinence  is  the 
best  way  to  go  and  monogamy  is  the 
next  best  way  to  go.  They  can  talk 
about  values  but  make  it  sound 
medical.” 

Banta  applauds  the  work  of  the 
Surgeon  General  in  teaching  kids 
about  AIDS  and  particularly  his  vid- 
eotapes for  teens.  He  maintains  a 
lending  library  for  his  patients  with 
books  and  videotapes  which  give 
them  a depth  of  knowledge  on 
many  subjects  which  their  peers 
may  not  yet  have.  “We  can  talk 
about  all  sorts  of  things,  and  I can 
send  them  home  with  a Koop  tape,” 
he  says.  “They  can  hear  about  mo- 
nogamy from  him.” 


Just  Say  No 

Physicians  agree  that  a strong, 
consistent  family  structure,  with 
straightforward,  honest  communi- 
cation, builds  healthy  young 
adults.  “Sure,  we  need  to  cater  to 
their  growing  intellectualism,  but 
the  reality  that  is  necessary  is  main- 
taining the  authority  line,”  Banta 
says.  “I’m  the  parent,  you  are  the 
kid — that  isn’t  negotiable. 

“If  children  have  consistent  care 
all  the  way  through  adolescence, 
they’ll  be  able  to  make  that  jettison 
into  society  and  survive,”  Dekker 
concludes.  “If  you’re  too  protec- 
tive, the  world  will  eat  them  up.  If 
you’re  not  protective  enough, 
they’ll  fall  too  many  times,  and 
eventually,  they  won’t  want  to  get 
up.”  i 
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Abused  and  neglected  children  display  a number  of  diagnostic  clues. 
The  physician's  task  is  two- fold:  to  intervene  and  report  suspected  abuse 
and  to  help  the  child  rebuild  self-esteem. 

A sympathetic  interview  which  considers  the  total  developmental 
picture  Is  essential  when  abuse  is  suspected.  This  article  gives  a 
snapshot  composite  of  pressures  facing  children  raised  In  abusive 
environments  and  the  tragic  outcome  when  their  only  escape  is  to  run 
away. 


Last  month,  the  Illinois  Depart- 
ment of  Children  and  Family  Ser- 
vices announced  that  92,000  calls 
had  been  logged  on  the  Child 
Abuse  Hotline  in  1987.  About  half 
of  these  reports  prove  to  be  true — 
and  child  abuse  is  grossly  under- 
reported. 

Child  abuse  most  often  involves 
non-accidental  trauma — fractures, 
burns,  bruises,  welts,  cuts  and  inter- 
nal injuries.  According  to  the  1986 
“White  Paper  on  Adolescent 
Health,”  published  by  the  Ameri- 
can Medical  Association  (AMA), 
more  than  one  million  children 
under  18  suffer  such  abuse  each 
year.  Many  of  the  same  victims  suf- 
fer also  from  neglect:  failure  to 
receive  adequate  food,  shelter, 
clothing,  medical  care,  supervision, 
affection,  intellectual  encourage- 
ment and  social  stimulation. 

Sharon  Ahart,  M.D.,  a board  cer- 
tified pediatrician,  is  director  of  the 


division  of  pediatric  ecology  at  Mt. 
Sinai  Hospital  in  Chicago.  The  ecol- 
ogy unit  admits  children  up  to  age 
16  for  a five  day  stay.  While  most 
have  been  victims  of  physical  or 
sexual  abuse,  some  with  unex- 
plained behavior  disorders  are  also 
admitted. 

Referrals  come  from  the  Depart- 
ment of  Children  and  Family  Ser- 
vices (DCFS),  police  and  emergency 
room  personnel.  It’s  a medical  unit 
with  psychiatric,  medical  and  pedi- 
atric staff.  “We  look  at  the  entire 
composite  of  the  child,”  Ahart  said. 
“The  psychological  aspect,  the 
interview,  the  history,  the  physical 
examination  and  the  behavior.” 

Establishing  A Context 

“If  you  are  working  with  children 
and  teens,  it  takes  a long  time  to  get 
some  social  history,”  Ahart  main- 
tains. “You  need  one;  you  can’t  find 


out  what’s  going  on  with  the  child  i 
unless  you  do  it.  A lot  of  teens  in 
behavior  or  discipline  classes  are 
there  because  of  problems  at  home 
that  haven’t  been  identified.  That’s 
reflected  in  their  behavior.” 

Heriberto  Torres,  M.D.,  is  a fel- 
low in  the  pediatric  ecology  unit  at : 
Mt.  Sinai.  A pediatrician  specializ- 
ing in  adolescent  health,  Torres 
described  interview  techniques  for 
victimized  young  persons.  “One  or 
a combination  of  tests  may  be  used, 
depending  on  age  and  modality 
chosen,”  he  said.  “One  is  a see- 
through  plastic  doll  to  mimic  the 
situation  going  on  at  home.  The 
other  is  an  anatomical  doll  to  let  the 
child  recount  the  story.  The  third  is  ■ 
a coloring  book  called  ‘Children  i 
Don’t  Lie’,  which  uses  animal  char- 
acters and  pictures.” 

Ahart  tries  to  bring  the  victim’s  i 
family  into  treatment.  “We  don’t  i 
allow  the  sexual  perpetrators  to  live 
in  with  the  children,  but  we  do  allow 
parents  to  live  in,  as  well  as  siblings. 
We  need  to  look  at  the  family.” 

Not  all  parents  cooperate.  “We 
don’t  get  as  many  parent  partici- 
pants as  we’d  like,  ” Ahart  said.  “A  . 
lot  of  times  the  kids  are  abandoned.  | 
I begged  a 22-year-old  mother  with  i 
four  children  to  stay  while  we  evalu- 
ated one  child  who  was  already  in 
foster  care.  She  said  ‘Let  me  go  get 
some  clothes  and  I’ll  be  back.’  I i 
knew  when  she  left  that  she  wasn’t 
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coming  back.” 

Ahart  stressed  the  importance  of 
early  intervention.  “If  we  identify 
problems  early,  we  have  a much 
better  chance  of  having  healthier 
adults,”  she  said.  “It’s  very  hard  to 
change  behavior  or  to  intervene 
where  there  has  been  trauma  at  a 
young  age,  or  continuous  trauma  to 
the  child  throughout  life.” 

According  to  the  AMA,  six  per- 
cent of  boys  and  hfteen  percent  of 
girls  experience  sexual  abuse 
before  they  reach  the  age  of  16. 
One-time  abuse  is  less  traumatic 
than  repeated  abuse.  Half  of  all 
rape  victims — and  40%  of  all  perpe- 
trators— are  under  18. 

At  Their  Wit’s  End:  Runaways 

“Running  can  be  a survival  skill 
for  the  child,”  Ahart  maintains.  “In 
any  relationship  where  you  are 
harassed  day  in  and  day  out,  you 
eventually  say,  this  is  enough.  It’s  all 
I can  take.  And  you  run.  An  adult 
just  switches  jobs  or  leaves,  but 
children — and  teens  are  still  chil- 
dren— really  aren’t  in  charge  of 
their  lives  yet.  They  can’t  just  go 
out,  get  a job,  and  move  out  of  the 
house.  We  have  no  safe  houses  for 
these  kids  to  go  to  when  they  have 
problems.  So  where  do  they  go? 
The  streets.” 

The  AMA  reports  that  about  half 
of  all  runaway  children  were  seri- 
ously abused  at  home.  In  many 
cases,  running  away  is  the  only 
escape.  Between  500,000  and  one 
million  teens  run  away  from  home 
each  year  in  the  U.S.  Their  mean 
age  is  15  years,  and  most  are  white 
suburban  adolescents.  While  72% 
return  within  three  days,  six  per- 
cent are  never  seen  again.  The  fed- 
eral Department  of  Health  and 
Human  Services  Runaway  and 
Homeless  Youth  Program  funds 
some  shelters  for  abused  and  run- 
away adolescents.  Ahart  believes 
that  many  more  such  support  facili- 
ties are  needed. 

“We  need  safe  houses,  so  they 
don’t  get  into  drugs  and  they  don’t 
get  into  prostitution  and  pornogra- 
phy. A place  where  they  can  go, 
they  can  be  evaluated,  they  can  have 
counselors,  they  can  continue  with 
school,  they  can  start  therapy  and 
begin  to  rebuild  their  self-esteem. 
Kids  need  advocates.  They  don’t 
pay  taxes.  In  our  society,  kids  don’t 


The  AMA  reports  that  about  half  of  all  runaway 
children  were  seriously  abused  at  home.  In  many 
cases,  running  away  is  the  only  escape. 


vote  so  they  don’t  count.  We  need 
to  make  people  understand  that 
they  do  count.” 

Do  runaway  children  ht  their 
street-smart  image,  or  are  they  vul- 
nerable to  further  victimization 
when  they  leave  home?  Anthony 
Dekker,  D.O.,  a family  physician 
specializing  in  adolescent  and 
young  adult  medicine,  sees  a lot  of 
vulnerability.  Dekker,  the  director 
of  community  medicine  at  Chicago 
Osteopathic  Medical  Center,  works 
primarily  with  troubled  teens.  Med- 
ical director  of  the  adolescent  care 
unit  at  St.  Elizabeth  Hospital  in 
Chicago,  he  is  also  affiliated  with 
the  pediatric  ecology  unit  at  Mt. 
Sinai. 

“In  the  city  of  Chicago  on  any 
given  summer  night,  there  are  at 
least  2,000  teenagers  on  the 
streets,”  Dekker  says.  “According 
to  the  Chicago  Police  Department, 
many  of  these  teenagers  are  not 
residents  of  Chicago,  or  even  Illi- 
nois. They’re  from  Michigan,  Indi- 
ana, Wisconsin  and  Minnesota.” 

He  echoes  a common  theme. 
“The  key  here  is  for  people  to 
realize  that  teenagers  who  are  sexu- 
ally abused  have  very  poor  self 
esteem.  As  a result,  they  see  their 
bodies  as  a medium  to  get  what  they 
want — if  money  is  what  they  want, 
they  are  going  to  use  their  bodies  to 
get  money.  If  it’s  drugs,  they  use 
their  bodies  to  get  drugs.” 

Ahart’s  comments  are  consistent: 
“They  don’t  know  anybody.  They’re 
victimized.  Sexual  abuse  can  start  in 
infancy  in  incestuous  relationships. 
It’s  usually  a chronic  thing.  So 
they’ve  developed  a victim-type  per- 
sonality. Then  they  go  out  on  the 
streets  and  they’re  victimized  and 
abused.  When  the  pornographers 
and  such  are  done  with  them,  they 
use  them  to  get  other  kids 
involved.” 

“Just  because  a teenager  is  sexu- 
ally active  doesn’t  mean  she  hasn’t 


Epidemiology  of  Runaways 


1.  Incidence:  Approximately  500,000  to 
1 million  adolescents  run  away  each 
year 

2.  Age:  Mean  age  is  15  years,  with 
almost  all  runaways  between  14  and 
17  years  old 

3.  Race:  A majority  of  runaways  are 
white  suburban  adolescents 

4.  Length  of  time  away  from  home: 

Less  than  3 days:  72% 

Four  to  14  days:  15% 

More  than  14  days:  13% 

5.  Return  behavior 

Return  home  on  their  own:  50% 

Return  home  through  parental  or  peer 
involvement:  30% 

Return  home  through  police 
intervention:  14% 

Never  return  home:  6% 

(Source:  "The  AMA  White  Paper  on 
Adolescent  Health,  " 1986.  Reprinted  with 
permission  of  the  American  Medical 
Association.) 


been  sexually  abused  or  isn’t  being 
abused,”  Ahart  says.  “Teen  run- 
aways who’ve  been  involved  in  por- 
nography will  tell  you.  Why  did  they 
take  off  from  home?  Because  their 
father,  or  whoever,  was  doing  this 
to  them.  But  where  do  they  run? 
They  have  no  place  to  go.” 

According  to  Dekker,  some  chil- 
dren exhibit  promiscuous  behavior 
because  they  don’t  know  how  to 
form  ordinary  friendships.  “These 
children,  these  15,  16,  and  17-year- 
olds,  are  absolutely  needy  for  any 
type  of  emotional  contact,”  Dekker 
says.  “Sex  is  something  where  they 
feel  accepted,  and  many  of  my 
patients  who’ve  been  sexually 
exploited  admit  that  they  really 
want  the  closeness  and  intimacy 
that  presexual  activity  includes — 
the  foreplay,  the  touching  and  the 
talking  and  the  sharing.  They  are 
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willing  to  be  exploited  sexually  to 
get  it.” 

Dekker  offers  some  statistics 
from  the  Society  for  Adolescent 
Medicine.  ‘‘At  any  one  time,  there 
are  100,000  adolescent  male  prosti- 
tutes and  200,000  female  adoles- 
cent prostitutes.  There  are  only  20 
million  teenagers  in  this  country. 
That’s  a significant  part  of  the  pop- 
ulation.” 

Stepping  In:  A Team  Effort 

Troubled  adolescents  are  likely 
to  exhibit  certain  behaviors.  Ahart 
gives  a quick  laundry  list.  ‘‘You  have 
attempted  suicide.  You  have  kids 
with  no  self-esteem  who  don’t  want 


to  take  a bath,  don’t  want  to  get  up. 
Major  depression  is  not  unusual  in 
teenagers.  You  have  acting  out 
behavior,  because  their  trust  in 
adults  has  totally  dwindled  away. 
You  have  robbing,  stealing,  acting 
out  at  school,  sexual  promiscuity.” 

‘‘The  doctor  must  be  sensitive  to 
any  behavior  disturbance  in  an  ado- 
lescent,” Torres  states.  ‘‘It  can  indi- 
cate not  only  sexual  or  other  abuse, 
but  other  changes  the  physician 
should  be  aware  of.  If  a child  is 
depressed,  doesn’t  hold  her  head 
up,  shows  low  self  esteem,  has  diffi- 
culty making  friends,  he  or  she  is 
telling  you  something.  If  a child  is 
suddenly  urinating  on  himself  or 


not  using  good  hygiene,  there’s  a 
reason.” 

According  to  Dekker,  effective 
intervention  is  a team  effort.  He 
urges  that  physicians  seek  support 
from  adolescent  health  physicians  : 
and  social  service  personnel.  Teach- 
ers, school  nurses,  psychology  and 
social  work  staff  can  contribute,  j 
Absent  intervention,  he  warns,  the  ! 
problems  will  only  intensify.  ‘‘What  ! 
will  happen  is  the  teenager  will  do 
another  acting  out  behavior — run 
away  further,  run  away  longer,  do 
something  to  hurt  himself.  Nobody 
in  the  system  has  to  do  everything,” 
he  concludes.  ‘‘But  everybody  has 
to  know  where  all  the  pieces  lie.”  i 'i 


Reporting:  The  Legal  Mandate 


If  abuse  or  neglect  is  suspected, 
physicians  are  mandated  by  law 
to  report  the  case  to  the  Illinois 
Department  of  Children  and 
Family  Services  hotline.  Normal 
physician-patient  confidentiality 
privileges  do  not  apply;  in  fact, 
failure  to  report  suspected  abuse 
or  neglect  is  grounds  for  license 
revocation  or  discipline.  The 
Department  maintains  a 24-hour 
toll-free  hotline  number  (1-800- 
25ABUSE)  for  this  purpose. 

The  reporting  physician 
should  be  prepared  to  communi- 
cate the  child’s  name  and 
address,  and  his  or  her  parents/ 
guardians;  the  child’s  age;  the 
nature  of  the  child’s  condition, 
including  evidence  of  previous 
trauma  or  disability  and  any  oth- 
er information  which  might  help 
to  establish  the  cause  of  the 
abuse  or  neglect  and  the  identity 
of  the  responsible  person.  A 
written  report  is  required  within 
48  hours  of  the  immediate  tele- 
phone call. 


The  ISMS  Ad  Hoc  Committee 
on  Child  Abuse  Education  has 
produced  a booklet  to  help  phy- 
sicians identify  victimized  pa- 
tients and  intervene.  ‘‘Child 
Abuse  and  Neglect:  The  Physi- 
cian’s Role,”  gives  diagnostic  cri- 
teria, interview  guidelines,  treat- 
ment concerns,  reporting  infor- 
mation and  resource  lists.  It’s 
available  from  the  ISMS  offices 
(312-782-1654;  or  1-800-782- 
ISMS). 

If  the  immediate  safety  or  well 
being  of  a child  appears  to  be 
endangered — or  if  the  family 
may  flee  or  the  child  disappear — 
a DCFS  Child  Protective  Service 
Unit  must  commence  an  immedi- 
ate investigation,  regardless  of 
the  time  of  day.  (In  such  cases, 
the  physician  should  make  it 
clear  at  the  time  of  the  report 
that  the  child  is  present  in  his/ 
her  office.)  In  all  other  cases, 
investigation  must  begin  within 
24  hours,  and  a determination  is 
mandated  within  60  days. 


Heriberto  Torres,  M.D.,  be- 
lieves that,  ideally,  physicians 
should  fulfill  their  legal  obliga- 
tion to  report  suspected  abuse 
without  violating  the  patient’s 
trust.  ‘‘The  parent  and  the  child 
have  to  know  that  you  are  mak- 
ing the  report,”  he  says.  ‘‘It’s 
very  simple.  There  is  a loyalty  j 
between  the  physician  and  the  | 
patient.  If  there  is  a problem,  I 
must  tell  you  that  I’m  going  to  j 
report  it  and  explain  why.”  | 

If  the  child  is  afraid  to  let 
others  know  about  the  abuse,  I 
Sharon  Ahart,  M.D.,  suggests  a i 
firm  but  gentle  hand.  “You  have  I 
to  sit  down  and  tell  them  that,  as 
much  as  it’s  going  to  cause  some 
problems  in  the  family  right  now, 
they  can’t  be  continuously  vic- 
timized. It  is  not  their  total 
responsibility  to  hold  the  family 
together  by  letting  the  abuse 
continue.  You  have  to  explain  : ! 
that  when  you  are  an  adult  and  ! 
you  abuse  a child,  that  is  a misuse  [ 
of  power.”  i I 
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Is  the  current  generation  of  teens  less  physically  fit  than  their 
counterparts  of  years  gone  by?  Does  school-based  physical  education  do 
the  job?  What  about  the  dangers  of  overcompetitiveness  in  scholastic 
sports  programs?  IMJ  asked  three  Illinois  experts  in  sports  medicine  to 
assess  the  fitness  of  today's  youth. 


“The  majority  of  kids  still  want  to 
‘blow  oflT  gym  class,”  laments  Dan- 
iel T.  Davison,  D.O.,  a board-certi- 
fied family  medicine  specialist  and 
graduate  of  a two-year  fellowship 
program  in  adolescent  and  young 
adult  medicine  at  Chicago’s  Rush- 
Presbyterian-St.  Luke’s  Hospital. 
His  special  expertise  is  sports  medi- 
cine, “the  total  care  of  individuals 
who  are  involved  in  recreational 
activities,  organized  sports  and  pro- 
fessional, elite  athletic  regimens.” 

The  emphasis  is  on  total  care, 
which  is  the  reason  why  Davison 
worries  about  today’s  teens’  lack  of 
interest  in  physical  fitness.  For  most 
kids,  physical  fitness  is  a social  expe- 
frience,  he  explains.  In  fact,  a gym 
class  grade  is  one  way  he  uses  to 
[measure  a kid’s  social  adaptability. 
i“It’s  pretty  hard  to  flunk  gym,”  he 
'asserts,  “which  is  why  it’s  a good 
[indicator  of  an  adolescent’s  social 
'functioning.” 

lAre  Kids  Out  of  Shape? 

I “The  bottom  line  is  that  most 
kids  today  are  out  of  shape,  as 
idefined  by  their  aerobic,  cardiovas- 
Icular  condition,”  according  to 


Davison.  Part  of  the  reason  is  that 
schools,  hard  pressed  for  dollars, 
squeeze  down  or  try  totally  to  elim- 
inate physical  education  programs. 
“Physical  education  and  interscho- 
lastic athletics  are  the  first  to  feel 
the  pinch  of  shrinking  resources,” 
advises  Robert  C.  Hamilton,  M.D., 
a board-certified  orthopedic  sur- 
geon and  former  Illinois  State  Med- 
ical Society  president.  While  Hamil- 
ton says  that  the  student  athletes  he 
comes  in  contact  with  are,  if  any- 
thing, better  trained  than  ever 
before,  he  echoes  Davison’s  senti- 
ments that  general  adolescent  fit- 
ness may  be  on  the  decline.  Accord- 
ing to  Hamilton,  some  grammar 
and  high  schools  have  cut  back 
physical  education  classes  from  five 
to  three  days  a week.  Only  Illinois 
state  law  prevents  their  elimination 
entirely  (see  accompanying  story  on 
page  188). 

Contrasting  this  urban  view  of 
teen  fitness  shortfalls  is  Dr.  James 
Reid,  a family  practitioner  and  one 
of  two  physicians  serving  the  south- 
western Illinois  town  of  Greenfield 
(population  1,100,  with  250  stu- 
dents). In  his  24  years  of  practice  in 


Greenfield,  Reid  has  not  detected  a 
deterioration  in  the  fitness  level  of 
local  teens.  “It  may  even  be  slightly 
better  than  ever,”  he  says.  He  attri- 
butes the  rise  to  “a  very  active 
sports  program  emphasizing  physi- 
cal fitness  at  all  levels.” 

“We  start  with  pee  wees  in  the 
fifth  and  sixth  grades  in  basketball 
and  volleyball  programs,”  Reid 
says.  He  believes  an  active,  continu- 
ing school  physical  education  cur- 
riculum is  vital  to  kids’  physical 
fitness  and  development. 

But  are  school  athletics  the  best 
exercise  regimen  for  out-of-shape 
teens?  Our  three  physicians  all 
believe  that  doctors  who  see  teen 
patients  needing  exercise  or  overall 
fitness  improvement  should  push 
for  participation  in  .school  sports. 
“The  benefits  are  not  merely  physi- 
cal fitness,  but  camaraderie  and 
learning  how  to  be  a team  player — 
all  important  values  for  a teen’s 
ability  to  function  later  in  life,”  says 
Davison. 

Striving  to  Win 

The  problem,  however,  is  that 
overemphasis  on  winning  can  lead 
to  psychological  problems  and  emo- 
tional fatigue — especially  for  out- 
of-shape  adolescents.  “Overcom- 
petitiveness can  discourage  those 
who  aren’t  stars — and  who  most 
need  structured  physical  educa- 
tion,” Hamilton  says.  “We  have  to 
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learn  to  reach  the  largest  percent- 
age of  teens  who  are  not  interscho- 
lastic athletes,”  he  continues.  “Only 
1 0%  of  boys  and  a lesser  percentage 
of  girls  are  usually  involved  in  for- 
mal interscholastic  athletics.  There 
must  be  physical  education  and 
intramural  programs  available  for 
all  students — and  encouragement 
by  teachers,  parents  and  family  phy- 
sicians that  it  is  important  to  partic- 
ipate.” 

Reid  also  worries  about  the  ten- 
dency of  even  elementary  school 
programs  to  stress  winning  so 
much.  “It  bothers  me  when  a fifth 
or  sixth  grader  who  can  hardly  hit 
the  backboard  with  a basketball  is 
striving  so  hard  to  win,”  he  says. 
Coaches  must  resist  the  impulse 
always  to  “play  the  five  best  players 
and  leave  the  slow  growers  sitting 
on  the  bench,”  he  warns.  “They 
should  be  learning  how  to  play  rath- 
er than  just  out  for  another  win.” 
Reid  believes  that  such  overcompet- 
itiveness shows  effects  at  the  11th 
and  12th  grade  levels.  “Our  high 
school  basketball  program  this  year 
shows  it.  Some  kids  are  not  trying 
out  for  the  team.  There’s  some 
element  of  burnout.” 

Davison  recommends  that  a teen 
fitness  regimen  should  emulate  that 
of  adults.  “It’s  important,”  he  says 
“that  physicians  let  teen  patients 
know  that  it’s  more  important  for 
building  body  structure  to  get  some 
type  of  exercise  three  or  four  times 
weekly,  than  to  worry  about  being 
‘jock  number  one.’  ” 

Tackling  the  “Couch  Potato” 
Mentality 

Despite  efforts  by  physicians, 
parents,  schools  and  even  the 
media’s  current  fitness  fascination, 
only  36%  of  teens  are  able  to  pass 
basic  physical  fitness  tests.  Con- 
ducted by  the  Amateur  Athletic 
Union,  the  study  measured  fitness 
in  youths  aged  6 through  1 7 during 
the  1983-84  school  year.  The  36% 
who  met  test  standards,  designated 
by  the  AAU  as  “achievable  by  the 
average  healthy  youngster,”  repre- 
sented a decrease  from  43%  of 
those  who  achieved  the  standard  in 
1979-1982  tests.  There  were  no 
major  differences  in  scores  between 
inner  city,  suburban  and  rural 
youth. 

One  big  problem  in  teens  today 
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which  may  cause  or  contribute  to 
ill-fitness  is  obesity.  Says  orthope- 
dist Hamilton,  “We’re  in  the  middle 
of  a ‘couch  potato’  society,  as 
opposed  to  a ‘doing’  society.  I’m 
talking  about  parents’  habits,  which 
naturally  filter  down  to  children.” 

Davison  usually  begins  tackling  a 
young  patient’s  weight  problem  by 
checking  cholesterol  levels.  “It’s 
not  uncommon  to  see  elevated  cho- 
lesterol levels  in  young  people,”  he 
says.  He  uses  the  reading  to  explain 
the  importance  of  proper  nutrition 
and  exercise  to  adolescent  patients. 
“And  if  I see  that  a parent  and  a 
child  are  both  overweight,  I try  to 
encourage  them  to  lose  weight 
together.  It’s  easier  to  accomplish 
using  a ‘buddy  system.’  ” 

But  it  can  be  difficult,  according 
to  Reid,  to  motivate  obese  teens  to 
exercise.  “They  go  two  laps  and  are 
out  of  breath.”  That  makes  it  all  the 
more  important  that  their  physician 
works  with  them  to  develop  a prac- 
tical, incremental  exercise  and  diet 
program  which  will  work  over  the 
long  term.  But  Davison  adds  a 
warning:  “You  can’t  be  successful 


in  changing  chronic  adolescent 
behavior — be  it  weight  loss  or  cata- 
lyzing involvement  in  a fitness  pro- 
gram— without  a motivated  parent 
to  help.” 

Another  trouble  sign  which  alerts 
doctors  that  teens  are  out  of  shape 
is  an  unabatting  run  of  common 
illnesses.  “If  you’ve  got  a kid  that’s 
not  getting  good  nutrition  at  home, 
they’ll  start  showing  up  with  ill- 
nesses that  are  too  common  . . . too 
many  colds,  poor  color,  unhealthy- 
looking  skin.  That’s  malnutrition — 
the  reverse  of  obesity,”  explains 
Reid. 

Using  Physicals  to  Spot 
Trouble  Signs 

Regularly  scheduled  physicals  are 
mandated  by  Illinois  state  law  for 
kindergarten,  fifth  and  ninth 
grades,  and  every  year  for  youths 
participating  in  sports  programs. 


They  provide  an  important  avenue 
for  doctors  to  search  out  clues  on 
the  youth’s  total  fitness  and  well- 
being. 

For  instance,  Davison  “takes 
advantage  of  the  time  in  preseason 
physicals  to  talk  about  some  things 
that  don’t  usually  come  up — such 
as  sexual  activity.”  He’s  found  that 
“there  is  about  a 60  percent  inci- 
dence of  sexual  activity  in  both 
surburban  and  urban  athletes.” 
“Because  of  the  likelihood  that 
they’re  not  using  anything  to  pro- 
tect themselves,  I think  it’s  appro- 
priate to  counsel  them  on  basic 
family  planning.” 

Dr.  Hamilton  believes  that  doc- 
tors examining  teens — especially 
adolescents  preparing  to  embark  on 
a season  of  sports  activities — 
should  be  especially  on  the  lookout 
for  areas  of  atrophy  or  weakness, 
excessive  or  limited  range  of 
motion  in  joints  and  previous  histo- 
ry of  musculoskeletal  or  neurologi- 
cal injury.  “The  primary  physician 
concerned  about  ill  fitness  or  other 
ailments  in  adolescents  should 
readily  refer  to  a specialist  for  eval- 
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Physical  education  and  interscholastic  athletics 
are  the  first  to  feel  the  pinch  of  shrinking 
resources. 


uation — especially  on  the  c|uestion 
of  whether  or  not  the  patient  is  lit 
to  participate  in  a sports  regimen,” 
he  adds. 

Too  Much  of  a Good  Thing 

What  about  adolescents  who  arc 
active  and  enthusiastic  participants 
in  fitness  programs?  Too  much  of  a 
good  thing  can  also  injure  their 
health,  according  to  the  physicians 
interviewed  here.  “Unfortunately, 
adolescents  don’t  often  knttw'  how 
to  listen  to  their  bodies  well,”  says 
Davison.  “If  it  hurts,  then  you’re 
not  ready  to  go  back  to  a sport,  and 
you  shouldn’t  be  using  the  given 
body  part  that’s  injured.”  Dr.  Reid 
warns  of  the  dangers  of  competitive 
weight  lifting  among  teen  athletes. 
“Without  supervision  they  tend  to 
try  and  lift  heavier  and  heavier 
loads.”  Echoes  Davison,  “There’s  a 
great  potential  for  harm  when 
unsupervised  teens  are  out  to  prove 
how  much  they  can  lift  in  a given 
time.” 

The  result  of  such  unsupervised 
competitiveness  can  be  injury  of  the 
epiphyseal  growth  plates  which  are 
still  open  and  developing.  “It’s  not 
uncommon  to  see  significant  liga- 
ment injuries  in  young  athletes — 
especially  those  involved  in  contact 
sports,”  Davison  adds.  And  long 
distance  running  in  young  people 
should  be  carefully  monitored, 
according  to  family  practitioner 
Reid.  “A  prepubescent  youngster 


running  marathons  is  troubling, 
because  the  legs  take  a terrible 
pounding  which  could  injure  the 
growth  centers  there.” 

While  many  teens  take  the  time 
for  proper  body  building  and  con- 
ditioning, others  use  drugs  to  boost 
their  strength.  Yet,  the  secret  use  of 
steroids  by  teen  athletes  has  been 
“overblown,”  according  to  Hamil- 
ton. In  the  early  1980s,  they  may 
have  been  used  more  extensively, 
but  today  he  sees  ctnly  “isolated 
cases.”  Yet,  physicans  must  be  pre- 
pared to  spot  suspicious  growth  in 
adolescents:  “If  a 14  or  15  year  old 
boy  has  gone  from  120  to  180 
pounds  in  a year’s  time  without 
corresponding  bone  growth,  he 
might  be  suspect.” 

However,  if  a youth  is  using  only 
small  doses  of  steroids,  it  might  be 
hard  to  detect,  according  to 
Davison.  “They  really  work  hard  at 
hiding  it  because  if  found  out 
they’re  off  the  team  at  most  high 
school  and  college  levels.”  When  he 
does  a preseason  physical  and  gets  a 
positive  indication,  he  confronts  the 
patient.  According  to  Davison, 
some  additional  signs  of  steroid  use 
are  smaller  than  expected  testicles, 
rapid  change  in  body  build  and 
personality  alterations.  “The  prob- 
lem is  really  one  of  substance 
abuse,”  he  assesses.  “You’ll  usually 
see  lifestyle  changes  accompanying 
steroid  use,  such  as  a drop  in 
grades,  missing  money,  changes  in 


Youth 

Fitness  Facts 


The  President’s  Council  on  Phys- 
ical Fitness  and  Sports  indicates 
that: 

■ More  than  half  the  nation’s 
schools  do  not  have  physical 
fitness  testing. 

■ Forty  percent  of  boys  age  6 
through  12  cannot  do  more 
than  one  pull-up;  the  same  is 
true  for  70%  of  girls  age  6- 
17. 

■ One-third  of  boys  age  6 
through  12  and  50%  of  girls 
cannot  run  a mile  in  less  than 
10  minutes. 

A 1984  U.S.  Department  of 
Health  and  Human  Services 
study  showed  that: 

■ Only  36%  of  students  in 
grades  5 through  12  have 
physical  education  daily. 

■ Most  children  in  grade  school 
take  P.E.  classes  just  one  or 
two  days  a week. 

■ High  school  juniors  and 
seniors  have  the  lowest 
enrollment  rates  in  P.E. 
classes. 

Here’s  how  Illinois  stacks  up 
according  to  the  1986-87  Ameri- 
can Alliance  for  Health,  Physical 
Education,  Recreation  8c  Dance 
Survey: 

■ Only  Illinois,  New  Jersey, 
New  York  and  Rhode  Island 
require  students  to  take  phys- 
ical education  for  a specific 
amount  of  time  from  kinder- 
garten through  12th  grade. 

■ Illinois  is  the  only  state  which 
requires  students  in  all 
grades  to  take  physical  educa- 
tion every  day. 

■ Illinois,  Loi’.siana  and  Cali- 

fornia have  the  highest  physi- 
cal education  requirements, 
in  total  number  of  minutes, 
per  student  career.  4 


187 


vames  C Reid,  M.D.,  of  Greenfield,  Illinois,  and  his  1942  x-ray  machine,  which 
enables  injured  athletes  to  be  x-rayed  in  his  office  rather  than  fifteen  miles  away 
3f  the  nearest  hospital. 
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Unfortunately,  adolescents  don't  often  know 
how  to  listen  to  their  bodies  well.  If  it  hurts,  then 
you're  not  ready  to  go  back  to  a sport,  and  you 
shouldn't  be  using  the  given  body  part  that's 
injured. 


other  life  relationships.” 

Preventing  Injuries  on  the 
Playing  Field 

The  most  common  injury  in  teen- 
aged  athletes?  A sprained  ankle, 
according  to  Drs.  Hamilton  and 
Reid.  But  as  the  old  adage  goes,  an 
ounce  of  prevention  is  worth  a 
pound  of  cure.  And  each  of  the 
three  sports  medicine  experts  inter- 
viewed here  has  preventive  recom- 
mendations for  keeping  teen  ath- 
letes healthy.  While  focusing  on 
organized  and  scholastic-sponsored 
sports,  the  recommendations  cer- 
tainly apply  in  some  form  as  well  to 
neighborhood  “pick-up”  games. 

Proper  equipment  is  the  hrst 
necessity.  “Improvement  in  equip- 
ment over  the  years  has  been  very 
good,”  according  to  Greenheld’s 
Reid.  “It’s  much  lighter,  and  much 
stronger.”  But  Davison  worries  that 
school  athletic  programs  may  not 
use  sufficiently  effective  protective 
gear — especially  in  underprivi- 
ledged  neighborhood  public 
schools.  “Equipment  is  used  over 
and  over  again,  and  not  necessarily 
reconditioned  as  it  should  be.”  Par- 
ents should  also  keep  an  eye  on 
their  childrens’  equipment.  Worn 


out  athletic  shoes  or  broken  equip- 
ment certainly  can  cause  injury. 
“Hand-me-down”  equipment  must 
be  carefully  htted  to  the  individual 
athlete  or  it  won’t  be  effective. 

Another  key  component  of  loss 
prevention  on  the  field  is  “fitness 
and  conditioning  of  the  athletes,” 
according  to  Hamilton.  “For  many 
years,  sports  medicine  activists  have 
advocated  the  presence  of  a certi- 
fied athletic  trainer  in  secondary 
schools.  Only  10  percent  of  high 
school  athletic  programs  have 
them,”  he  explains.  “This  means 
that  the  prevention — the  taping 
and  the  athletic  training  duties — 
are  delegated  to  a junior  coach  who 
may  know  little  about  athletic  train- 
ing.” 

Hamilton  believes  that  the  great- 


est cause  of  athletic  injuries  stems 
from  “lack  of  proper  preseason, 
in-season  and  between  season  con- 
ditioning programs  and  the  absence 
of  a trainer.”  The  presence  of  a 
team  physician  just  isn’t  enough  in 
Hamilton’s  view.  “We  can’t  be 
there  all  the  time  for  first  aid,  tap- 
ing and  other  preventive  activities 
during  practice  sessions  and  before 
games.” 

Davison  laments  the  loss  of  just 
such  an  athletic  trainer  that  his 
hospital’s  program  used  to  help 
school  coaches.  “One  of  his  func- 
tions was  to  instruct  the  coaches  on 
whether  a piece  of  equipment  is  still 
safe  for  use.”  A replacement  is 
being  recruited  because,  in  Da- 
vison’s view,  “the  program  has  suf- 
fered without  a trainer.” 


Illinois’  Physical  Education  Law 
Faces  Pocketbook  Pressure 


According  to  experts,  Illinois’ 
physical  education  law  may  be 
one  of  the  best  in  the  nation.  But 
it  doesn’t  necessarily  follow  that 
Illinois  kids  are  the  most  physi- 
cally fit.  That’s  because  school 
authorities,  faced  with  ongoing 
pressure  to  do  more  with  less 
resources,  often  view  physical 
education  as  a place  to  cut  back. 
In  recent  years,  the  law  has  faced 
a variety  of  chsdlenges  by  state 
lawmakers  and  regulators  to 
“water  down”  or  entirely  elimi- 
nate it. 

Although  the  law  has  managed 
to  survive,  it  allows  flexibility  for 
“exceptions.”  In  some  grades, 


physical  education  classes  may  be 
replaced  by  health  education 
courses.  High  school  juniors  and 
seniors  participating  in  inter- 
scholastic athletic  programs  can 
be  excused  from  gym  require- 
ments. There  is  also  an  out  for 
I Ith  and  1 2th  grade  pupils  who 
“enroll  in  academic  classes  which 
are  required  for  admission  to  an 
institution  of  higher  learn- 
ing ...  or  for  graduation  from 
high  school.” 

What  does  Illinois’  physical 
education  law  require?  “Pupils 
enrolled  in  public  schools  and 
state  universities  engaged  in  pre- 
paring teachers,  shall  ...  be  re- 


quired to  engage  daily  during  the  ^ 
school  day,  in  courses  of  physical  i 
education  for  such  periods  as  are 
compatible  with  the  optimum 
growth  and  development  needs 
of  individuals  at  the  various  age 
levels.”  j 

The  bottom  line;  there  is  some  { 
guarantee  that  most  kids  in  Illi-  ^ 
nois  grammar  and  high  schools  1 
will  get  their  adrenalin  flowing  ' 
during  the  daily  school  curricu- 
lum. While  that’s  not  by  any  mea- 
sure equal  to  being  physically  fit, 
it  does  expose  youths  to  the  ben- 
efits of  a regular  exercise  pro-  i 
gram.  i i 
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Strong  Supervision  and 
Discipline 

All  three  physicians  stress  strong 
supervision  for  effective  and  health- 
wise  adolescent  fitness  programs. 
“The  discipline  of  athletics  is  a very 
positive  influence  on  the  lives  of 
young  boys  and  girls,”  remarks 
Hamilton.  “In  the  inner  city,  it’s 
often  the  medium  of  athletics  which 
motivates  adolescents  to  complete 
high  school  and  earn  a scholarship 
to  continue  on.” 


Discipline  is  Just  as  important  an 
element  of  school  athletics  in  rural 
Illinois.  Says  Reid,  “The  coaching 
staff  and  school  community  at  large 
must  back  disciplinary  action.  We 
absolutely  lost  two  games  this  sea- 
son because  of  suspensions  due  to 
alcohol  abuse.  We  made  it  stick.” 

Drs.  Reid,  Hamilton  and  Davison 
speak  from  experience.  Each  has 
worked  with  athletic  teams — rang- 
ing from  grammar  and  high  school 
to  college  and  professional  sports 


organizations  (see  accompanying 
story  below).  To  each,  sports  medi- 
cine is  an  avocation  as  well  as  a 
medical  s{)ccialty.  For  adolescents, 
these  doctors  believe,  good  htness 
habits  are  important  preludes  to 
later  lifestyles.  Making  physical  edu- 
cation .safer,  more  practical,  and  a 
little  more  palatable  to  teens  is  their 
ultimate  goal.  i 


Meet  the  Team  . . . Physicians 


Robert  C.  Hamilton,  M.D.,  a 
board-certified  orthopedic  sur- 
geon, serves  as  team  physician 
for  the  DePaul  University  Blue 
Demons,  a nationally  recognized 
college  basketball  team  accus- 
tomed to  being  a championship 
contender.  Hamilton  was  instru- 
mental in  establishing  the  Illinois 
State  Medical  Society’s  team  phy- 
sician awards  program.  Over  the 
years,  he  has  served  Gordon 
Tech  and  many  other  Chicago 
area  high  schools  and  the  Uni- 
versity of  Illinois’  athletic  pro- 
gram. 

“There  are  two  types  of  young 
people  who  come  to  a physician’s 
office  for  a regular  examination: 
those  who  want  eligibility  to  play 
and  those  who  are  looking  for  a 
physician’s  excuse  as  a way  to 
avoid  physical  education,  per- 
haps in  favor  of  another  study 
hall  or  early  release  from  school. 
It’s  incumbent  upon  physicians 
taking  care  of  young  people  to 
recognize  the  ‘avoiders’  and  to 
educate  them  about  the  benefits 
of  physical  fitness  on  health  and 
enjoyment  of  life  in  general.” 

He  urges  colleagues  to  “try 
out”  serving  as  a team  physician. 
“In  Illinois,  we  have  many,  many 
dedicated  physicians  who  have 
helped  local  high  and  junior  high 
schools — usually  without  com- 
pensation.” 

Daniel  T.  Davison,  D.O.,  a 
board-certified  family  medicine 
specialist,  is  part  of  the  sports 


medicine  program  at  Chicago 
Osteopathic  Medical  Center. 
“We  recognize  that  many  high 
schools  around  here  are  under- 
served. We  take  care  of  about 
eight  or  nine,  providing  presea- 
son physicals,  counseling,  cover- 
age of  athletic  events  and  injury 
prevention.”  The  program  uses 
medical  residents  to  assist,  “and 
there  is  some  money  available 
from  the  city  to  reimburse  physi- 
cians or  residents  covering  ath- 
letic events.” 

“Suprisingly,  we’ve  found  that 
team  athletic  medicine  seems  to 
be  very  low  risk.  I’m  not  aware  of 
a medical  malpractice  lawsuit 
that’s  ever  occurred  here  result- 
ing from  game  coverage  at  the 
high  school  level.” 

Dr.  Davison  attributes  his  suc- 
cess in  working  with  teens  to 
“respecting  the  young  person’s 
confidence.  I tell  young  people 
that  what  they  tell  me  will  stay  in 
the  room  unless  three  things  may 
happen:  they  are  going  to  harm 
themselves,  harm  someone  else, 
or  they  prove  that  they  are 
unable  to  meet  their  basic  needs. 
For  example,  if  they  are  abusing 
steroids  then  they  are  not  meet- 
ing their  own  basic  needs  as  far 
as  I am  concerned.” 

James  C.  Reid,  M.D.,  a board- 
certified  family  medicine  special- 
ist, is  the  team  physician  for 
Greenfield  Community  High 
School,  as  well  as  for  the  local 
grammar  and  junior  high  physi- 


cal education  and  sports  pro- 
grams. He  also  previously  served 
college  level  athletics  at  Illinois 
College,  Jacksonville.  In  1987, 
he  won  the  Illinois  State  Medical 
Society’s  Team  Physician 
Award. 

“I  have  no  contract  with  the 
local  schools.  The  only  thing  I 
get  is  free  admission  to  the  games 
and  a chili  supper.  Young  people 
deserve  to  have  somebody  watch- 
ing them  so  they  don’t  get  hurt. 
Most  kids  will  play  football  for 
four  years,  but  they’ll  live  to  be 
75.  It’s  nasty  to  tear  up  a leg  and 
have  it  with  you  the  rest  of  your 
life,  simply  because  no  one  ever 
watched  out  for  you  medically.” 

“Almost  any  specialty  of  physi- 
cian can  be  a team  physician.  All 
you’ve  got  to  do  is  focus  a little 
bit  on  what  constitutes  sports 
injury.  I took  a sports  medicine 
class  several  years  ago  to  boost 
my  knowledge.  And  I read  sever- 
al sports-related  medical  jour- 
nals.” 

Dr.  Reid  x-rays  unfortunate 
athletes  by  whisking  them  direct- 
ly from  the  playing  field  to  his 
office,  which  contains  an  antique 
(1942),  but  perfectly  working  x- 
ray  machine  (see  photo  on  page 
187).  “If  it’s  just  a bad  sprain,  I 
can  then  tape  it  itnmediately.  If 
it’s  actually  broken,  then  we  treat 
it.”  Albeit  old,  the  on-site  x-ray 
machine  saves  lots  of  driving, 
since  Greenfield  is  1 5 miles  from 
the  nearest  hospital.  i 
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One  Saturday  morning  four  years  ago.  Northwestern  University 
Medical  School  student  Joe  DiCara  took  a walk  down  the  street  to  the 
ICabrini  Green  housing  project  for  a game  of  pick-up  basketball  That  first 
I one-on-one  with  a half  dozen  of  the  city’s  poorest  children  has  grown 
hnto  the  Northwestern  University  Youth  Program.  Fifty  young  people 
I from  Chicago's  ghetto  and  an  equal  number  of  medical  and  iaw  students 
I meet  each  week  for  some  reading  and  writing — and  a rare  opportunity 
I to  learn  from  one  another. 


“After  four  years  of  college  and 
four  years  of  medical  school,  most 
of  us  get  pretty  caught  up  in  the 
business  of  being  adults,”  Joe  DiCa- 
ra, M.D.,  said.  “Then  all  of  a sud- 
den we’re  pediatricians  and  we 
don’t  know  what  it  feels  like  to  be  a 
kid  anymore.” 

For  six  hours  every  Saturday — 
and  many  evenings  in  between — 
students  and  residents  know  what  it 
feels  like.  And  a group  of  young 
people  get  a glimpse  of  a life  with- 
out gang  violence  and  street 
drugs. 

“One  of  the  things  that  we  con- 
stantly stress  to  kids  is,  ‘What  do 
you  want  to  do  when  you  grow  up?’ 
And  just  like  any  other  kid,  the 
children  will  say,  ‘I  want  to  be 
policeman,  I want  to  be  a lawyer,  I 
want  to  be  a doctor,’  but  to  those 
kids  they’re  just  words.  They  don’t 
know  how  to  go  from  ‘I  want  to  be’ 
to  ‘I’m  going  to  be.’  And  they  rarely 
have  any  role  models  to  help  them 
or  show  them  the  way.  We  provide 
that.” 


The  big  sisters  and  big  brothers 
include  doctors  who  started  with 
the  program  when  they  were  medi- 
cal students,  law  students  and  peo- 
ple in  the  community.  Those  most 
intimately  involved  routinely  walk 
through  Cabrini  Green  and  visit 
kids  in  the  projects.  They  take 
groups  on  camping  trips  and  on 
volunteer  excursions  to  the  V.A. 
Hospital.  They  get  to  know  parents, 
many  of  whom  conceived  very 
young  and  are  raising  their  children 
alone  in  a violent,  unyielding  envi- 
ronment. DiCara  sought  his  resi- 
dency here,  in  part,  to  see  some  of 
his  charges  through  high  school. 

“Our  hrst  group  of  adolescents 
was  a really  unique  bunch,”  DiCara 
said.  “We  went  through  some  tough 
times  with  the  kids  and  never  knew 
how  successful  we  were  going  to  be. 
But  every  single  one  of  them  gradu- 
ated from  high  school  and  some  are 
in  college.  And  these  are  tough 
kids.” 

The  typical  Saturday  begins  with 
swimming  lessons  followed  by  read- 


Joe DiCara,  M.D. 


ing  and  writing  and  computer 
learning  games.  The  morning  learn- 
ing sessions  involve  fourteen  small 
groups  on  diffe  ent  subjects  for 
different  ages.  Lunch  (and  nutri- 
tion lesson)  are  followed  by  the 
one-on-one  big  brother/big  sister 
time  that  is  the  backbone  of  the  role 
modeling  program. 

DiCara  maintains  that  the  pro- 
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gram  has  been  a huge  boost  to  his 
medical  education.  “To  be  a pedia- 
trician doesn’t  only  mean  under- 
standing the  medicine,  it  means 
understanding  the  kid,”  he  said. 
“And  understanding  whether  the 
kid  will  take  his  medicine,  whether 
his  complaints  are  genuine  or  sec- 
ondary to  what’s  going  on  in  the 
home.” 

“We  have  a lot  of  children  in  the 
program  I’ve  referred  from  the 
hospital.  They’re  asthmatics  who 
haven’t  been  taking  their  medicines 
or  diabetics  who  don’t  take  their 
insulin  because  their  parents  tell 
them  to  and  their  doctor,  another 
authority  hgure,  tells  them  to.  Ado- 
lescents want  to  break  away.  They 
want  to  be  independent.” 

“You  see  kids  who  are  constantly 
readmitted  to  the  hospital  for  not 
taking  their  medicine  or  for  faking 
illness  or  whatever.  When  they  are 
doing  well,  they  get  no  positive 
reinforcement  because  no  one  is 
there  to  tell  them  they’re  doing 
OK.” 

“A  few  minutes  with  the  family 
physician  can  have  a lot  of  impact 
for  a young  person  seeking  guid- 
ance,” DiCara  says.  “Decisions  they 


make  now  are  going  to  influence 
the  rest  of  their  lives.  A few  minutes 
of  conversation  can  really  go  a long 
way  with  a kid,  especially  about  how 
unhealthy  lifestyles  can  wreck  your 
future.  Those  kinds  of  topics  are 
easily  brought  up  in  a doctor’s 
office.” 

The  direct  approach  is  the  only 
approach,  according  to  DiCara.  “If 
you  show  a kid  that  you  aren’t 
afraid  to  talk  about  something,  they 
aren’t  going  to  be  afraid  either,”  he 
said.  “Come  right  out  and  say, 
‘You’re  at  an  age  where  a lot  of  girls 
are  beginning  to  have  sex.’  ” 

“It  just  never  seems  to  get  any 
easier  if  you  aren’t  direct  about  it; 
you  just  get  more  distant  from  the 
kid.  The  child  must  perceive  you  as 
someone  they  can  trust,  almost  like 
a friend  rather  than  an  authority 
hgure.  In  the  world  of  medicine  or 
the  world  in  general,  sometimes 
nothing  can  replace  a good 
friend.” 

Two  years  ago,  the  students  did  a 
breakdancing  version  of  “The  Wiz- 
ard of  Oz.”  DiCara  said  that  the 
year’s  rehearsals  taught  some  hard 
lessons  about  delayed  gratihcation. 
“They  were  working  on  something 


every  week  for  a year  and  it  drove 
them  crazy,”  he  said.  “We  had  tons 
of  arguments.  Eventually  they 
started  realizing  how  much  we 
cared  about  them  and  what  we  were 
trying  to  do.” 

In  “the  Wizard  of  Oz  Dancing,” 
Dorothy  came  not  from  Kansas  but 
from  a Chicago  housing  project. 
And  the  script  enabled  her  to  put 
the  program’s  philosophy  into 
words.  Thirteen-year-old  Marschan 
McGraw  told  the  audience  of  700 
Northwestern  students  and  alumni: 
“I’ve  learned  to  have  conhdence  in 
myself  and  power  to  live  out  my 
dreams.  For  I must  hold  onto  my 
dreams  and  never  let  anyone,  espe- 
cially myself,  tell  me  I can’t  reach 
them.  And  then,  whether  I fully 
realize  those  dreams  or  not,  I will ' 
not  have  failed.”  ! 

Joe  DiCara  is  looking  for  stu-  ’ 
dents  and  residents  from  other  j 
medical  centers  who’d  be  willing  to 
start  similar  programs  for  local  ado- 
lescents. He  can  be  found  on  any 
Saturday  morning  at  the  Lake 
Shore  Center  Dormitory.  Fifty 
young  friends  with  their  big  broth- ! 
ers  and  sisters  can  meet  you  by  the 
pool  at  9:30.  i 
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Convention  Handbook 


Annual  Meeting  ’88 

April  22-24 
Westin  O’Hare  Hotel 
6100  River  Road 
Rosemont,  Illinois 


Members  of  the  House  of  Delegates 
Delegates  and  Alternate  Delegates  to  the  Illinois  State 
Medical  Society 

Agenda  of  the  House  of  Delegates 

ISMS  Delegation  to  the  American  Medical  Association 

Committees  of  the  House  of  Delegates 

Resolutions 

Program  Summary  By  Days 

ISMS  Auxiliary  Convention  Program 


CALLS  WILL  REACH  YOU  EASILY 
AT  CONVENTION  ’88 


Doctor,  please  inform  your  staff  that  while  you  are 
attending  the  ISMS  annual  meeting,  you  may  be  reached 
through  the  ISMS  Physician’s  Message  Center  from  9 
a.m.  to  4 p.m.  Friday  and  Saturday  and  on  Sunday  until 
noon  at  this  number: 

1-312-698-6000 
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The  Illinois  State  Medical  Society 
cordially  invites  you 
to  the  President’s  Night 

Dinner-Dance 


April  22,  1988 


honoring 


Edward  J.  Fesco,  M.D. 
President 

Illinois  State  Medical  Society 


Featuring 

Franz  Benteler  The  Royal  Strings 


Tickets  $30. 00  per  person 
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Members  of  the  1988 
Annual  Meeting 
House  of  Delegates 


Officers 

President  

President-Klect  

1st  Vice  President  

2nd  Vice  President  ... 
Secretary-Treasurer  .. 
Speaker  of  the  House 
Vice  Speaker  


....  Kdward  J.  Fesco 
Harry  A.  Springer 

Pedro  A.  Poma 

Vacant 

..  Harold  I..  Jensen 
Robert  M.  Reardon 
, Joan  E.  Cummings 


Trustees 

First  District  

David  B.  Littman 

1990 

Second  District  

Ross  N.  Hutchison 

1989 

Third  District  

James  H.  Andersen 

1989 

H.  Constance  Bonbrest 

1990 

Alfred  J.  dementi 

1990 

Audley  F.  Connor,  Jr. 

1989 

Ulrich  F.  Danckers 

1988 

Robert  C.  Hamilton 

1989 

M.  Anita  Johnson 

1990 

William  J.  Marshall 

1988 

Adriano  S.  Olivar 

1990 

Robert  M.  Vanecko 

1990 

Fourth  District  

Lorris  M.  Bowers 

1988 

Fifth  District  Micliael  C.  Snyder  1989 

Sixth  District  George  T.  Wilkins,  Jr.  1990 

Seventh  District  Alfred  J.  Kiessel  1988 

F.ighth  District  Arthur  R.  Traugott  1989 

Ninth  District  Phillip  D.  Boren  1990 

Tenth  District  Ronald  G.  Welch  1990 

Eleventh  District  Raymond  A.  Dieter,  Jr.  1989 

Twelfth  District  Raymond  E.  Hoffmann  1989 

Trustee-At-Large  Jere  E.  Freidheim 

AMA  Delegation  Chairman,  Ex-Officio  Robert  C.  Hamilton 

ISMIE  Board  of  Governors  Chairman,  Ex-Officio  Fred  Z.  White 

ISMIS  Board  of  Directors  Chairman, 

Ex-Officio  Robert  C.  Hamilton 

Chairman  of  the  Board Alfred  J.  Kiessel 


Members  of  the  House  who  have  the  privilege  of  the  floor  without  the  right  to  vote  in  this  capacity 

Past  Presidents 

Herschel  L.  Browns*  1981  Fredric  D.  Lake* 


Edward  W.  Cannady*  1970 

Newton  E.  DuPuy*  1968 

David  S.  Eox*  1979 

Jere  E.  Freidheim  1987 

Robert  C.  Hamilton  1985 

J.  M.  Ingalls  1976 

C.  J.  Jannings,  III  1972 

Frank  J.  Jirka,  Jr.*  1973 

Robert  P.  Johnson*  1984 

Past  Speakers 

Edward  W.  Cannady*  1 965-68 

Maurice  M.  Hoeltgen*  1968-70 

Paul  W.  Sunderland  1970-73 

Andrew  J.  Brislen  1973-75 

James  A.  McDonald  1975-77 


*Also  a past  trustee  or  councilor 


Morgan  M.  Meyer  1986 

Willard  C.  Scrivner*  1974 

P.  John  Seward*  1980 

Joseph  H.  Skom*  1977 

Leo  P.  A.  Sweeney*  1953 

Fred  Z.  White*  1982 

Cyril  C.  Wigg^shoff* 1983 

George  T.  Wilkins,  Jr 1978 


Cyril  C.  Wiggishoff* 1977-79 

Robert  P.  Johnson*  1979-81 

Clifton  L.  Reeder*  1981-83 

Julian  W.  Buser*  1983-85 

Lawrence  L.  Hirsch*  1985-87 


Delegates  to  AMA 

James  H.  Andersen 
Alfred  J.  Clement! 

Audley  F.  Connor,  Jr. 

Joan  E.  Cummings 
Jere  E.  Ereidheim 
Robert  C.  Hamilton 
Lawrence  L.  Hirsch 


Harold  L.  Jensen 
Morgan  M.  Meyer 
Joseph  R.  O’Donnell 
Pedro  A.  Poma 
Richard  A.  Quinones 
P.  John  Seward 
Harry  A.  Springer 


Past  Trustees  or  CourKilors 


Richard  Blankshain  Third  District 

George  H.  Burke  Fourth  District 

Joan  E.  Cummings  Third  District 

Raymond  DesRosiers  Third  District 

Herbert  Dexheimer  Tenth  District 

Alfred  Faber  Third  District 

Robert  T.  Fox  Third  District 

Morris  T.  Friedell  Third  District 

Robert  R.  Hartman  Sixth  District 

Henrietta  Herbolsheimer Third  District 

Eugene  Hoban  Third  District 

Kenneth  A.  Hurst  Eleventh  District 

Harold  L.  Jensen  Third  District 

Eugene  P.  Johnson  Eighth  District 

James  M.  Laidlaw Eighth  District 

Harold  J.  Lasky Third  District 

Ted  LeBoy  Third  District 

A.  Edward  Livingston  Eifth  District 

Paul  F.  Mahon  Fifth  District 


Boyd  E.  McCracken  ... 
Thomas  P.  Meirink  .... 
Joseph  R.  O’Donnell  . 

Joseph  B.  Perez  

Arthur  R.  Peterson  .... 
Mather  Pfeiffenberger 

Pedro  A.  Poma  

Robert  L.  Prentice 

Ralph  N.  Redmond  .... 

John  J.  Ring 

Richard  N.  Rovner  .... 

Joseph  C.  Sherrick  

Harry  A.  Springer 

Darrell  H.  Trumpe  .... 

Warren  D.  Tuttle  

Erederick  E.  Weiss  

Charles  K.  Wells  

Herman  Wing  


Arthur  R.  Traugott 
Robert  M.  Vanecko 
Ronald  G.  Welch 
Fred  Z.  White 
George  T.  Wilkins,  Jr. 


Seventh  District 
...  Tenth  District 
Eleventh  District 
. Twelfth  District 
....  Third  District 

Sixth  District 

....  Third  District 

Fifth  District 

. Second  District 

First  District 

....  Third  District 
....  Third  District 
....  Third  District 

Fifth  District 

....  Ninth  District 
....  Third  District 
....  Ninth  District 
....  Third  District 
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Delegates  and  Alternate 

Delegates  to  the 

Illinois  State  Medical  Society 


Downstate  Delegates 


District  #1 


District  #2 


District  #4 


County 
Kane  (5) 


Lake  (7) 


McHenry 


Bureau 
Ford 
Iroquois 
Kankakee  (2) 

Kendall 
LaSalle  (2) 

Livingston 
Marshall-Putnam 
Will-Grundy  (4) 


Woodford 


Fulton 

Hancock 

Henderson 

Henry-Stark 

Knox 

McDonough 
Mercer 
Peoria  (7) 


Rock  Island  (3) 


Schuyler 


Delegates 

A.  Beaumont  Johnson 
Fred  Kemp 
Wayne  N.  Leimbach 
Eugene  Loftin 
Vacancy 

Albino  T.  Bismonte 
Clair  Callan 
Jim  1.  McClure 
Allan  B.  Minster 
Sankara  Perui 
Joseph  M.  Purpura 
Mohammed  Siddique 
August  M.  Rossetti 


Jaime  H.  Cercone 
Vasant  Pawar 
Silvino  C.  Lindo 
Even  C.  Kvelland 
Jerry  Ramunis 
Kenneth  T.  Pawlias 
Dennis  Palmer 
Chester  C.  Danehower 
Gene  Hoerr 
Stuart  Roberts 
John  J.  Taraska 
Bernard  G.  Taylor 
Lorin  D.  Whittaker,  Jr. 
Vacancy 
James  Bull 
J.  H.  Gardner 
Richard  Phillis 
Robert  E Cox 


Alternate  Delegates 

Robert  M.  Flanigan 
James  C.  Pritchard 
William  T.  Sheehy 


Nicholas  Bellios 
Charles  Colodny 
David  Eberhardt 
Homer  Goldstein 
Phyllis  S.  Loeff 
James  Manhart 
James  Monahan 


Jai  Chul  Cha 
James  E.  Coeur 

William  D.  Larson 
Joe  Rigsby 
Budris  Andemovics 
Suresh  Abad 
Magbool  B.  Ali 
Kathleen  Johnson 
Donald  B.  McElroy 
Tim  C.  Miller 
Jesus  Patalinghug 
Paul  W.  Sutherland 
N.  Kenneth  Wise 
Patrick  Cunningham 
John  Golden 
George  Weimar 


EdvYard  Doran 
Ross  N.  Hutchison 
R.  Kent  Swedlund 
Donald  Parkhurst 
James  Goldenstein 
Joseph  Daw 
Edward  J.  Fesco 
Richard  A.  Schmidt 
Leslie  Lowenthal 
Don  Gallagher 
Van  L.  Hicks 
Theodore  M.  Kanellakes 
Albert  W.  Ray,  Jr. 
Stanley  G.  Rousonelos 
Michael  M.  McNett 


David  J.  Hagan 
James  Dailey 


John  P.  Cullinan 


J.  R.  Hill 

Kenneth  P.  Jesunas 
Mushtaq  A.  Khan 
Mark  R.  Sinibaldi 
William  D.  Woodward 
Hans  W.  Riggert 
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Delegates  and  Alternate  Delegates — Downstate 


County 

Delegates 

Alternate  Delegates 

Tazewk.1.1. 

Robert  M.  Wright 

Robert  L.  Tucker 

Warren 

John  K.  Alukal 

Robert  R.  Ayers 

District  #5 

DeWht 

Saleh  Obaisi 

S.  Kolandaivelu 

Logan 

G.  E.  Blaum 

James  B.  Borgerson 

McLe:an  (2) 

Kent  Taulbee 

John  Krueger 

Wilbert  G.  Thielemann 

Robert  Stutzman 

Mason 

Jack  Means 

Montgomery 

Calixto  Aquino 

Sangamon  (6) 

Edward  G.  Ference 

Mir-Twofig  Arjmand 

Donald  R.  Graham 

John  M.  Holland 

Jane  Jackman 

Adarsh  Kumar 

Ann  M.  Pearson 

Victor  Lary 

Glen  Pittman 

Stephen  Randag 

Norman  Scheibling 

Donald  S.  Ross 

District  #6 

Adams 

James  W.  Sutherland 

Peter  Dureska 

Greene 

Larry  Swanner 

Jude  Caselton 

Jersey-Cathoun 

Gregory  E.  Mick 

Vincente  S.  Zata 

Macoupin 

Robert  G.  England 

Emerito  F.  Ureta 

Madison  (3) 

E.  K.  DuVivier 

Norbert  T.  Belz 

Melvin  J.  Freedman 

Tim  Kisabeth 

Sadiq  Mohyuddin 

Edward  F.  Ragsdale 

Morgan-Scott 

Cary  Andras 

Joseph  Winterhalter 

Pike 

Carlos  B.  Lara 

Ronald  L.  Johnson 

District  #7 

Bond 

Boyd  E.  McCracken 

Christian 

E.  Doyle  Slifer 

Leslie  Jackson  Hodge 

ClJ\Y 

Vacant 

Clinton 

Venerio  M.  Santos 

Saleem  1.  Quereshi 

Efeingham 

Ruben  Boyajian 

David  Nayak 

Fayette 

Joshua  Weiner 

Hans  Rollinger 

Macon  (2) 

Jon  Miller 

Steve  Goetter 

James  McGee 

Paul  Stanley 

Marion 

Nazir  Ahmad 

Piatt 

William  Mundt 

Shelby 

Virginia  Caballero-Dauz 

District  #8 

Champaign  (3) 

Harlan  J.  Failor 

Harry  Bremer 

David  W.  Morse 

Ron  Derring 

Lewis  Trupin 

Charles  Shepardson 

Clark 

Eugene  P.  Johnson 

Steven  Macke 

CoLES-CUMBERlJ\ND 

Leland  E McNeil 

Roger  Rives 

Craweord 

Charles  N.  Salesman 

Michael  G.  Phillippe 

Douglas 

Robert  N.  Arrol 

Grant  Jones 

Edgar 

J.  M.  Ingalls 

Leland  Phipps 

Lawrence 

S.R.  Chakravarthy 

Richland 

Robert  E.  Einhorn 

Dirk  Rosenberg 

Vermillion 

Edward  S.  Warren 

Donald  Rokosch 

District  #9 

Alexander-Pulaski 

Crisostomo  Lozada 

Gemo  Y.  Wong 

Franklin 

Saeed  Khan 

James  P.  Durham 

Gallatin 

John  E.  Doyle 
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Delegates  and  Alternate  Delegates— Downstate 


County 

Delegates 

Alternate  Delegates 

Jackson 

Jefferson-Hamilton 

Roger  N.  Klam 

M.  H.  Desai 

Antoinette  Thomas 

Massac 

Bharat  Patel 

Randy  Oliver 

Saline-Pope-Hardin 

Union 

Larry  R.  Jones 

Carroll  Loomis 

Alexander  Z.  Goldstein 

Wabash 

Larry  Jennings 

Donna  Gamble 

Wayne 

Michael  Blood 

Merle  Muller 

White 

Zahid  Saqib 

Shafi  Syed 

Williamson 

William  Hays 

George  Murphy 

District  #10 

Monroe 

Edilberto  F.  Maglasang 

Chung  H.  Khan 

Perry 

C.  Joseph  Campanella 

J.  Gregg  Fozard 

Randolph 

O.  W.  Pflasterer 

Allan  L.  Liefer 

St.  Clair  (4) 

Washington 

Silvana  Menendez 
Dennis  J.  Stanczyk 

Lloyd  E.  Thompson 
Robert  C.  Wanless 

Gary  A.  Goforth 

Charles  R.  Frazer,  Jr. 
Edward  Rose 

William  Sprich 

Terence  G.  Klingele 

District  #11 

DuPage  (11) 

James  P.  Campbell 

Luis  E.  Cespedes 

Robert  E.  Fitzgerald 
William  B.  Fry  mark 
Patricia  A.  Merwick 
Morgan  M.  Meyer 

James  C.  Mitchiner 
Joseph  R.  O’Donnell 
Erlo  Roth 

Garth  D.  Smith 
Vedantham  Srinivasan 

Robert  D.  Dooley 
Willard  O.  Elyea 
Manohar  L.  Jasuja 
John  W.  Laude 

Manuel  A.  Malicay 
Abdul  A.  Razzaq 

John  M.  Saran 

Thomas  W.  Stach 

District  #12 

Boone 

Jon  E.  Dennis 

Renuka  P.  Bale 

Carroll 

Basilios  G.  Lambos 

Gecil  G.  Piper 

DeKalb 

John  W.  Ovitz 

Dean  A.  Miller 

Jo  Daviess 

Wilbur  Johnson 

David  Smith 

Lee 

Donald  W.  Edwards 

Tiam  H.  Lee 

Ogle 

Stephenson 

Don  E.  Hinderliter 
Ahmed  Rasheed 

Nancy  S.  Williams 

Whiteside 

Thomas  Vinje 

Surjit  Hermon 

Winnebago  (6) 

Robert  A.  Behmer 
Robert  L.  Bertrand 
William  E.  Kobler 
Joseph  B.  Perez 

Forrest  H.  Riordan,  III 
Jerome  S.  Weiskopf 

Gareth  A.  Eberle 
Ervin  G.  Hrasky 
Alfred  R.  HuYoung 
Fredric  C.  Kullberg 
John  T.  Leonard 
Robert  White 

Hospital  MedicaJ 

Dennis  Brown 

Raymond  A.  Dieter, 

Staff  Section 


Medical  Student 

Section 

Jodie  K.  Rai 

Anthony  Pivarunas 

Resident  Physicians 

Section 

Judith  Peters 

Gail  Herman 
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Cook  County  Delegates 


Delegates 

Aaronson.  Donald  W. 
Ahstrom,  James  P.,Jr. 
Andelman,  Samuel  L. 
Araujo,  Julius 
Armstrong.  Claresa  M. 

Beck,  Charles  A. 

Becker,  Frank 
Beinar,  Peter  J. 

Bellows.  Randall  T. 

Berg,  Max 

Blankshain,  Richard  H. 
Brant.  Julius 
Brill,  Norman  R. 

Briney,  Robert  R. 

Brislen,  Andrew  J. 

Burke,  Edward  A. 

Carroll,  Catherine  G. 
Cermak,  Miles 
Chodash,  Howard  B. 
Ciskoski,  Ronald  J. 
Coleman,  John  M. 
Compall,  Theo.  C. 
Costanzo,  Vincent  A.,  Jr. 
Crisp,  Elmer 
Cross,  Roland  R.,Jr. 

Daum,  Thomas 
Del  Eava,  Raymond  L. 
Diaz,  Alfonso 
Diffenbaugh,  Willis  G. 

I Dobbertien,  Mark  A. 
i Dohrmann,  George,  III 
Drabkin,  Oliver 
Dybal,  Eric 

1 Fischer,  Arthur  R. 

, Fish,  Wm.  D. 

! Flanagan,  C.  Larkin 
Frankel,  Jerome  J. 
Frazier,  Robert  G. 

I Fredrick,  Earl  E.,Jr. 

I Friedell,  Morris  T. 

I Friedell,  Peter  E. 

I Geline,  Richard 
Goodman,  Harold 
Goyal,  Arvind  K. 

Green,  Martin  W. 
Gueyikian,  BerJ 

Harwood,  Thomas  R. 

( Havdala,  Henri  S. 
Herrmann,  Kenneth 
Hinkamp,  Jos.  F. 

Hoban,  Eugene  T. 

[ Hyde,  John  S. 

lannucci,  Thos.  M. 

' Iwanetz,  Bohdan 

•1 

1 John,  Thomas 
I Johnson,  M.  Anita 

N Kim,  Hyun 
Kirschenbaum,  M.  Barry 
Kirschner,  Ronald  L. 

Lagorio,  Geo.  L. 
Lalmalani,  Gopal  G. 

I Libman,  Robert  H. 


Alternate  Delegates 

Aguilera,  Hector  G. 
Al-Aswad,  Basel 
Alfano,  Jos.  E. 

Angulo,  Ismael 
Apti,  Dipali  E. 

Bansal,  Vinod  K. 
Barnhart,  William  D. 
Bekerman,  Carlos 
Beranek,  George  B. 
Bernsen,  Mitchell 
Bianchin,  James  T. 

Casey  Donald  E. 

Chaljub,  Najib 
Chamberlin,  Wm. 

Chavez,  Ariel  R. 
Christensen,  Eldis  M. 
Cohen,  Eric 
Cucco,  Ulisse  P. 

De  Leon,  Lilia  S. 

De  Stefano,  Michael 
Desai,  Dinesh 
Desser,  Richard  K. 

Di  Marco,  Eugene  R. 
Drueck,  Charles,  III 
Dworkin,  Mark  S. 

Eappen,  Kudathummuryil 
Earles,  Lucius  C. 

Fabian,  Sydney 
Fagel,  Sorrel  E. 

Fall,  Laura  M. 

Fallah,  Abraham 
Farah,  Geo.  S. 

Forkosh,  David  S. 

Geanon, John  D. 

Gianasi,  Chas  A. 

Gogfan,  Wm.  T. 

Halstuk,  Kevin  S. 

Haque,  Mohammed 
Hirschmann,  Richard  A. 
Holt,  Linda  H. 

IgnatofF,  Jeffrey  M. 
Iwanetz,  Jaroslaus 

Jason,  Susan 
Jensen,  Mary  Jane  S. 
Jones,  Richard  J. 

Joshi,  Nalinaksha  V. 
Joslyn,  A.  Everett,  Jr. 

Kalsch,  Harry  E. 

Knaus,  John  V. 

Kovalsky,  Eugene 
Krizek,  Thomas 

Labinsky,  Harold 
Lai,  Roshan 
Liboon,  Rogelio  N. 

McCabe,  Mary  J. 
McHugh,  Rosemary  E. 
Montero,  Jose  R. 

Murphy,  Danl.  J. 


Delegates 

Lobraico,  Rocco  V.,  Jr. 
Lubben,  Georgia 
Lucchesi,  H.  Gregory 

MacNerland,  Robt.  H. 
Malvar,  Thomas  C. 
Mason,  John  W. 
McDade,  Wm. 

Miulli,  Dan 
Muriel,  Hugo  H. 
Murphy,  Doug 
Murphy,  Joseph 
Murray,  Meredith  B. 

Nemecek,  Raymond  W. 
Neskodny,  Jaroslav  F. 
Nourbash,  Massoud 

O’Donoghue,  Michael  J. 
O’Keefe,  Paul 
O'Sullivan,  Donal  D. 
Okner,  Henry  B. 

Olivar,  Adriano  S. 

Pedroso,  Aldo  F. 
Perlman,  Jack  M. 

Perritt,  Richard  A. 

Quinlan,  Donald 

Ray,  Biswamay 
Renga,  Dominick  S. 
Rice,  Clair  M.,  Jr. 
Roman,  Alan  M. 
Rothstein,  David  A. 
Rubio,  Nunilo 

Sassetti,  Richard 
Saulys,  Augusta  Z. 
Saulys,  Vacys 
Schifano,  Joseph 
Schimel,  Samuel 
Seed,  Randolph  W. 
Shapiro,  Maynard  I. 
Shima,  Arthur 
Short,  Marshall  H. 
Simon,  Arnold 
Simon,  Marshall 
Sinaiko,  Edwin  S. 
Smallwood,  John  T. 
Smith,  Theodore 
Solon,  Earl  N. 

Sprang,  M.  Leroy 
Staley,  Warren  H. 
Suckow,  Earl  E. 

Sugar,  Sam  J. 

Tansey,  William  J. 
Thampy,  Kishore  J. 
Thompson,  James  R. 
Tizes,  Simone 
Treister,  Michael  R. 
Turow,  David  D. 

Vega,  Jesus  G. 

Walkowiak,  Lydia 
Wehrmacher,  Wm.  H. 
Wharton,  R. 

Whitney,  Jack  M. 
Williams,  Jack 

Zurita,  Victor  M. 


Alternate  Delegates 

Nikurs,  Lydia 

O'Brien,  James  P. 
Ostrowski,  Terry  L. 

Palmer,  Arthur  S. 
Palutsis,  Philip  S. 
Panayotou,  Irene 
Pardo.  Yrech 
Perkins,  Camille  E. 
Piotrowski,  Pola 
Prinz,  Richard 
Pruc,  Jeremias  N. 

Pucci,  Rita  O. 

Qayyam,  IJaz 

Raj,  H.N.  Sundar 
Rajagopal,  Shakuntala 
Richardson,  James  M. 
Rodrigues,  Roger  L. 
Rodriguez,  Alberto  E. 
Rosenow,  Mary  K. 

Ruiz,  George 

Saavedra,  Anastacio 
Saltiel,  Isaac 
Sammons,  Thomas 
Schall,  Sami.  M. 
Scheribel,  Karl  W. 
Senno,  Aref 
Sherrick,  Jos.  C. 

Shima,  Mark  A. 
Shobris,  Martin 
Silverstein,  Gerald 
Singa,  Madhaviah  R. 
Small,  Robert 
Souman,  Mouhannad 
Stephens,  Natalie 
Stevenson,  George  F. 
Stodola,  Patrick  W. 
Strohl,  Lee  H. 

Study,  Robt.  S. 

Supple,  Peggy  A. 
Sutoris,  Edward  D. 
Swislow,  Mark  F. 

Ticho,  Baruch 
Troyer,  Wm.  G. 

Van  Gorder,  Mark  A. 
Vaziri,  IraJ. 

Velarde,  Hugo 

Wallk,  Silas 

Warach,  Joshlid*  

Weiss,  John  W. 

Wigder,  Herbert  N. 
Wojcik,  Edward  A. 

Yalavarthi,  Ramaraja  B. 

Zelazny,  Richard 
Zelinger,  Allan  B. 


Agenda 

1988  House  of  Delegates 

Robert  M.  Reardon,  M.D.,  Speaker /Joan  E.  Cummings,  M.D.,  Vice-Speaker 


First  Session 

9:30  a.m. Friday,  April  22,  1988  Westin  O'Hare  Hotel 

Grand  Ballroom 


1.  Call  to  order 

Robert  M.  Reardon,  Speaker 

2.  Invocation 

3.  Report  of  Credentials  Committee 

4.  Report  of  Committee  on  Rules  and  Order  of 

Business 

5.  Approval  of  minutes  of  previous  meeting 

6.  Memorial  service  for  members  deceased  since 

April,  1987,  conducted  by  Harold  L.  Jensen, 
Secretary-Treasurer 

7.  Introduction  of  special  guests 

8.  Remarks  of  special  guests 

9.  Remarks  from  ancillary  groups 

Lynn  Kassel,  President,  Illinois  State  Medical 
Society  Auxiliary 

Cheryl  Hutchison,  President,  Illinois  Society  of 
Medical  Assistants 

10.  Educational  Awards 

Certihcates  of  appreciation  to  continuing  med- 
ical education  examiners 


Presentation  of  AMA-ERF  check  to  Illinois 
medical  schools 

1 1 . IMPAC  report 

George  T.  Wilkins,  Jr.,  Chairman 

12.  Introduction  of  AMA  Delegates  and  Alternate 

Delegates 

Robert  C.  Hamilton,  Chairman 

13.  Report  of  Chairman,  Board  of  Trustees, 

Alfred  J.  Kiessel 
Unfinished  business  A-B 

14.  Remarks  of  Speaker 

15.  Resolutions  and  supplementary  reports 

16.  New  business  and  announcements 

17.  Recess  until  10:00  a.m.,  Saturday,  April  23, 

1988 

Delegates’  Buffet — 11:30  a.m. -1:30  p.m. 
Reference  Committees — 1:30  p.m. 
President’s  Night — 7:00  p.m. 


Second  Session 

10:00  a.m. Saturday,  April  23,  1988  Westin  O'Hare  Hotel 

Grand  Ballroom 


1 . Call  to  order  by  the  Speaker 

2.  Report  of  Credentials  Committee 

3.  Introduction  of  special  guests 

4.  Public  Service  Awards 

5.  President’s  address 

Edward  J.  Fesco 

6.  Reports  of  reference  committees 

Amendments  to  Constitution  & Bylaws 


Committee  A-Administration 
Committee  B-Health  Care  Economics 
Committee  C-Education  & Clinical  Service 
Matters 

Committee  D-Govemmental  Affairs,  Public 
Relations  and  Miscellaneous  Business 

7.  New  business  and  announcements 

8.  Recess  until  9:00  a.m.,  Sunday,  April  24,  1988 
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Third  Session 

9:00  a.m. Sunday,  April  24,  1988  Westin  O'Hare  Hotel 

Grand  Ballroom 


1.  Call  to  Order  by  the  Speaker 

2.  Report  of  Credentials  Committee 

3.  Induction  of  Harry  A.  Springer,  President-Elect, 
into  office  of  President  by  Edward  J.  Fesco 

4.  Address  of  President  Springer 

5.  Announcements  and  introduction  of  guests 

6.  Reports  of  Reference  Committees 

7.  Elections 

Report  of  Nominating  Committee 

a.  President-Elect  (Downstate) 

b.  1st  Vice-President  (Cook  County) 

c.  2nd  Vice-President  (Downstate) 

d.  Secretary-Treasurer 

e.  Speaker  of  the  House  (Downstate) 

f.  Vice-Speaker  of  the  House  (Cook  County) 

g.  Trustee  Terms  Expiring 


District 
Third  District 

Fourth  District 
Seventh  District 


Terms  expiring 
Ulrich  F.  Danckers 
William  J.  Marshall 
Lorris  M.  Bowers 
Alfred  J.  Kiessel 


Fred  Z.  White,  Chillicothe 
George  T.  Wilkins,  Jr.,  Edwardsville 

Delegate  from  Downstate  to  serve  immediately 
and  until  December  31,  1989  to  complete  unex- 
pired term. 

i.  Alternate  delegates  to  AMA  to  take  office  Jan.  1 , 
1989  and  serve  until  Dec.  31,  1990 

Terms  expiring 

Juanito  S.  Bartolome,  Jr.,  Chicago 
Scott  Bernstein,  Urbana 
H.  Constance  Bonbrest,  Chicago 
Chester  C.  Danehower,  Jr.,  Peoria 
Manuel  O.  Guerrero,  Moline 
Henrietta  Herbolsheimer,  Chicago 
Alfred  J.  Kiessel,  Decatur 
Eugene  B.  Loftin,  Elgin 
William  J.  Marshall,  Olympia  Fields 
Joseph  B.  Perez,  Rockford 


h.  Delegates  to  AMA  to  take  office  Jan.  1,  1989 
and  serve  until  Dec.  31,  1990 

Terms  expiring 

James  H.  Andersen,  Oak  Brook 
Audley  F.  Connor,  Jr.,  Chicago 
Joan  E.  Cummings,  Hines 
Lawrence  L.  Hirsch,  Northbrook 
Joseph  R.  O’Donnell,  Glen  Ellyn 
Pedro  A.  Poma,  Melrose  Park 
Richard  A.  Quinones,  Ghicago 
P.  John  Seward,  Rockford 
Robert  M.  Vanecko,  Ghicago 


j.  Judicial  Panel  member  to  take  office  April  24, 
1988  and  serve  until  April,  1993  (nominated  by 
ISMS  President) 

k.  Rules  & Order  of  Business  Committee  to  take 
office  April,  1988  and  serve  until  April,  1989 
(Five  (5)  delegates  nominated  by  the  Speaker 
and  Vice-Speaker  of  the  House) 

8.  Fixing  of  per  capita  dues  for  1989 

9.  Selection  of  meeting  place  and  time  for  next 
meeting 

10.  Unfinished  business 

11.  New  business 

12.  Adjournment,  Z)z> 
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ISMS  Delegation  to  the  AMA 

Delegation  Chairman:  Robert  C.  Hamilton,  M.D. /Secretary:  George  T.  Wilkins,  Jr.,  M.D. 


Delegates 

To  serve  from  Jan.  1,  1987  to  Dec.  31,  1988 

(Elected  April  5,  1986) 

James  H.  Andersen,  Oak  Brook 
Audley  F.  Connor,  Jr.,  Chicago 
Joan  E.  Cummings,  Hines* 

Lawrence  L.  Hirsch,  Northbrook 
Joseph  R.  O’Donnell,  Glen  Ellyn 
Pedro  A.  Poma,  Melrose  Park 
Richard  A.  Quinones,  Chicago 
P.  John  Seward,  Rockford 
Robert  M.  Vanecko,  Chicago 
Fred  Z.  White,  Chillicothe 
George  T.  Wilkins,  Jr.,  Edwardsville 


Alternates 

To  serve  from  Jan.  1,  1987  to  Dec.  31,  1988 

(Elected  April  5,  1986) 

Juanito  S.  Bartolome,  Jr.,  Chicago 
Scott  Bernstein,  Urbana 
H.  Constance  Bonbrest,  Chicago 
Chester  C.  Danehower,  Peoria* 

Manuel  O.  Guerrero,  Moline 
Henrietta  Herbolsheimer,  Chicago 
Alfred  J.  Kiessel,  Decatur 
Eugene  B.  Loftin,  Elgin* 

William  J.  Marshall,  Chicago 
Joseph  B.  Perez,  Rockford 


To  serve  from  Jan.  1,  1988  to  Dec.  31,  1989 

(Elected  April  12,  1987) 

Alfred  J.  dementi,  Arlington  Heights 
Jere  E.  Freidheim,  Chicago 
Robert  C.  Hamilton,  Chicago 
Harold  L.  Jensen,  Flossmoor 
Morgan  M.  Meyer,  Lombard 
Harry  A.  Springer,  Evanston 
Arthur  R.  Traugott,  Urbana 
Ronald  G.  Welch,  Belleville 
Vacancy 


To  serve  from  Jan.  1,  1988  to  Dec.  31,  1989 

(Elected  April  12,  1987) 

Randall  T.  Bellows,  Chicago 
Albino  Bismonte,  Gurnee 
Ulrich  Danckers,  River  Forest 
Earl  E.  Fredrick,  Jr.,  Chicago 
A.  Beaumont  Johnson,  Elgin 
Silvana  Menendez,  Belleville 
Robert  M.  Reardon,  Bloomington 
Donald  K.  Rokosch,  Danville 
Joseph  H.  Skom,  Chicago 
M.  LeRoy  Sprang,  Evanston 


*Elected  April  12,  1987  to  serve  until  Dec.  31,  1988 


Honorary  Members 

Frank  J.  Jirka,  Jr.,  Barrington  Hills 
JohnJ.  Ring,  Mundelein 
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Committees  of  the 
House  of  Delegates 


Committee  on  Rules  and  Order  of  Business 

This  committee  shall  consider  all  matters  regarding 
rules  governing  actions,  methods  and  procedure,  and 
the  order  of  business  (agenda)  for  the  House  of 
Delegates.  It  shall  work  in  close  cooperation  with  the 
Speaker  and  Vice  Speaker. 

Resolutions  submitted  after  the  deadline  for  receiv- 
ing resolutions  (30  days  prior  to  the  annual  or  interim 
meeting)  must  be  approved  by  the  Committee  on  Rules 
and  Order  of  Business,  or  by  a two-thirds  vote  of  the 
House,  before  they  will  be  considered  as  business  of  the 
House  of  Delegates. 

The  committee  shall  contact  the  Speaker  just  prior 
to  each  session  of  the  House  to  make  sure  that  all 
recommendations  for  House  action  are  included  in  its 
report. 

Committee  on  Credentials 

This  committee  shall  consider  all  questions  regard- 
ing the  registration  and  certification  of  delegates.  The 
chairman  shall  keep  the  Speaker  of  the  House 
informed  of  the  voting  power  thereof. 

The  committee  shall  distribute  and  receive  the  atten- 
dance slips  and  perform  other  such  duties  as  may  be 
assigned  by  the  Speaker. 

This  committee  shall  meet  at  least  one  hour  prior  to 
the  opening  session  of  the  House  and  one-half  hour 
prior  to  the  opening  of  the  other  sessions. 

Tellers  and  Sergeants  At  Arms 

This  committee  shall  serve  the  Speaker  of  the  House 
of  Delegates  whenever  a vote  count  is  called  for, 
whenever  a ballot  is  scheduled,  or  the  House  goes  into 
executive  session. 

Reference  Committee  on  Amendments  to 
Constitution  and  Bylaws 

This  committee  shall  consider  and  report  to  the 
House  of  Delegates  its  recommendations  on  all  pro- 


posed amendments  to  the  Constitution  and  Bylaws  and 
peer  review  concerns. 


Reference  Committee  A (Administration) 

This  committee  shall  consider  and  submit  its  recom- 
mendations to  the  House  of  Delegates  upon  reports 
and  resolutions  relating  to  officers,  administration, 
finances,  budgets. 


Reference  Committee  B (Health  Care 
Economics) 

This  committee  shall  consider  and  submit  its  recom- 
mendations to  the  House  of  Delegates  upon  reports 
and  resolutions  relating  to  government  health  pro- 
grams, including  cost  containment,  health  care  financ- 
ing and  economics. 

Reference  Committee  C (Education  and 
Clinical  Service  Matters) 

This  committee  shall  consider  and  submit  its  recom- 
mendations to  the  House  of  Delegates  upon  reports 
and  resolutions  relating  to  education,  manpower,  clini- 
cal medicine,  scientific  matters  and  medical  services. 


Reference  Committee  D (Governmental 
Affairs,  Public  Relations  & Miscellaneous) 

This  committee  shall  consider  and  submit  its  recom- 
mendations to  the  House  of  Delegates  upon  reports 
and  resolutions  relating  to  medical-legal  matters,  gov- 
ernmental affairs,  public  relations  and  miscellaneous 
subjects. 
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Resolutions 

1988  Annual  Meeting 

ISMS  House  of  Delegates 

The  following  resolutions  were  received  at  ISMS  At  this  writing  it  is  anticipated  that  other  resolutions 
headquarters  by  February  22  and,  according  to  provi-  will  have  been  submitted  for  consideration  before  that 
sions  of  the  bylaws,  are  printed  in  IMJ  by  title  and  deadline.  These  will  be  included  in  the  Delegates’ 
subject.  Final  deadline  for  resolutions  was  March  22.  packet  of  materials. 

Subject  Submitted  by 


Memorials 

Allan  L.  Goslin 
Lee  N.  Hamm 
Harold  A.  Sofield 

Unfinished  Business  Reports 


Report  A 

Medical  Studies  Act 

Report  B 

Anti-Physician  Letters 

Resolutions 

1 (A-88) 

Medical  Malpractice  Juries 

2 (A-88) 

Dues 

3 (A-88) 

ISMS  Policy  Titled,  “Disaster  Teams” 

4 (A-88) 

ISMS  Policy  Titled,  “Hospital 
Procedures  with  Mental  & Physical 
Illness” 

5 (A-88) 

ISMS  Policy  Titled,  “Involuntary 
Certification” 

6 (A-88) 

ISMS  Policy  Titled,  “Minimum 
Standards  for  Health  Insurance 
Policies” 

7 (A-88) 

ISMS  Policy  Titled,  “Workers 
Compensation” 

8 (A-88) 

ISMS  Policy  on,  “Inadequate  HMO 
Psychiatric  Benefits” 

9 (A-88) 

Physician  Manpower  and  Its  Projected 
Euture  Excess 

10  (A-88) 

Monitor  Malpractice  Insurance 

11  (A-88) 

Medicare  Denials 

12  (A-88) 

“Medically  Unnecessary”  Letters 

13  (A-88) 

Inclusion  of  Opinion  Disclaimers  on 
JAMA  Essays 

Edward  J.  Fesco,  President 

Michael  C.  Snyder,  District  Five  Trustee 

Robert  M.  Vanecko,  Chairman,  Cook  County 
Delegation 

Alfred  J.  Kiessel,  for  the  Board  of  Trustees 
Alfred  J.  Kiessel,  for  the  Board  of  Trustees 

Edwin  S.  Sinaiko,  Delegate 
Harold  L.  Jensen,  for  the  Board  of  Trustees 
Alfred  J.  Kiessel,  for  the  Board  of  Trustees 
Alfred  J.  Kiessel,  for  the  Board  of  Trustees 

Alfred  J.  Kiessel,  for  the  Board  of  Trustees 
Alfred  J.  Kiessel,  for  the  Board  of  Trustees 

Alfred  J.  Kiessel,  for  the  Board  of  Trustees 

Alfred  J.  Kiessel,  for  the  Board  of  Trustees 

Edward  S.  Warren,  for  the  Vermilion  County  Medical 
Society 

Samuel  J.  Schimel,  Delegate 

John  J.  Taraska,  for  the  Peoria  Medical  Society 

Samuel  J.  Schimel,  Delegate 

Joseph  O’Donnell,  for  the  DuPage  County  Medical 
Society 


14  (A-88)  Informing  Medicare  Beneficiaries  of 
Potential  Denials 


Robert  Pitzgerald,  for  the  DuPage  County  Medical 
Society 


15  (A-88)  Protection  of  Retirement  Assets 


Patricia  Merwick,  for  the  DuPage  County  Medical 
Society 


1 6 (A-88)  Repeal  of  MAAC  Provisions 


Joseph  O’Donnell,  for  the  DuPage  County  Medical 
Society 


1 7  (A-88)  Smoking  Ban  in  Public  Buildings  and 
Restaurants 


Robert  Fitzgerald,  for  the  DuPage  County  Medical 
Society 


18  (A-88)  Smoking  Ban  in  Hospitals  and  Public 
Health  Facilities 


Erlo  Roth,  for  the  DuPage  County  Medical  Society 


19  (A-88)  Smoking  Ban  on  Public  Transportation 


Vedantham  Srinivasan,  for  the  DuPage  County 
Medical  Society 


20  (A-88)  Utilization  Parameters  for  Nursing 
Home  Visits 


Joseph  O’Donnell,  for  the  DuPage  County  Medical 
Society 


21  (A-88)  Medical  Staff  Bylaws  for  Outpatient 
Surgi-Centers 


Robert  M.  Vanecko,  Chairman,  Cook  County 
Delegation 


ISMS  Annual  Meeting 
Program  Summary  By  Days 


WEDNESDAY,  APRIL  20,  1988 

SATURDAY,  APRIL  23,  1988 

2:00  p.m. 

ISMIE  Executive  Committee  Meeting 

7:30  a.m. 

Public  Affairs  Breakfast 

4:00  p.m. 

Annual  ISMlE  Membership  Meeting 

8:00  a.m. 

Registration 

4:30  p.m. 

ISMlE  Board  of  Governors  Meeting 

8:30  a.m. 

CMS  Caucus 

8:30  a.m. 

Districts  1,  2,  4,  5,  6,  7,  8,  9,  10,  11 

THURSDAY,  APRIL  21,  1988 

& 12  Caucus 

9:00  a.m. 

ISMS  Board  of  Trustees  Meeting 

9:00  a.m. 

Credentials  Committee 

10:00  a.m. 

House  of  Delegates 

FRIDAY,  APRIL  22,  1988 

10:00  a.m. 

Medical  Student  Section  Meeting 

7:30  a.m. 

ISMS  Board  of  Trustees  Meeting 

Noon 

Fifty  Year  Club  Luncheon 

7:30  a.m. 

Rules  and  Order  of  Business  Meeting 

1:00  p.m. 

ISMIE  Network  Representative 

8:00  a.m. 

Registration 

Meeting 

8:00  a.m. 

Districts  1,  2,  4,  5,  6,  7,  8,  9,  10,  11 

1:00  p.m. 

CMS  Caucus  (if  necessary) 

&:  12  Caucus 

1:30  p.m. 

Credentials  Committee 

8:00  a.m. 

CMS  Caucus 

2:00  p.m. 

House  of  Delegates 

8:30  a.m. 

Meeting  of  Reference  Committee 
Members 

4:45  p.m. 

District  1,  2,  4,  5,  6,  7,  8,  9,  10,  11  & 
12  Caucus 

8:30  a.m. 

Credentials  Committee 

6:00  p.m. 

IMPAC  Sustainer  Reception 

9:30  a.m. 

House  of  Delegates 

11:15  a.m. 

IMPAC  Annual  Meeting 

SUNDAY,  APRIL  24,  1988 

1 1:30  a.m. 

District  Meetings 

7:30  a.m. 

ISMS  Board  of  Trustees  Meeting 

1 1:30  a.m.- 

Delegates’  Buffet 

8:00  a.m. 

Registration 

1:30  p.m. 

8:30  a.m. 

Credentials  Committee 

1:30  p.m. 

Reference  Committees 

9:00  a.m. 

House  of  Delegates 

7:00  p.m. 

President’s  Night 

Board  of  Trustees  Reorganization 
Meeting  immediately  following  house 
adjournment. 

Notification  of  IMPAC 
Annual  Meeting 


The  1988  Annual  Meeting  of  the  Illinois  State 
Medical  Society  Political  Action  Committee  (IM- 
PAC) will  be  held  on  Friday,  April  22,  1988,  immedi- 
ately following  the  adjournment  of  the  ISMS  House  of 
Delegates. 


11:15  a.m.  (approximately) 

Westin  O’Hare  Hotel 
Rosemont,  Illinois 

All  members  are  encouraged  to  attend. 


The  1988  IMPAC  Nominating  Committee  has  met 
and  nominated  the  following  physicians  for  mem- 
bership on  the  IMPAC  Council  for  terms  expiring  in 
1991: 

Edward  J.  Fesco,  LaSalle 
Jere  E.  Ereidheim,  Chicago 
Laurence  J.  Gott,  Barrington  Court 
Robert  C.  Hamilton,  Chicago 
Raymond  E.  Hoffmann,  Rockford 
Thomas  M.  lannucci,  Olympia  Eields 
Harold  L.  Jensen,  Flossmoor 

David  B.  Littman,  Highland  Park  (to  fill  a vacancy 
for  a term  expiring  in  1989) 

Tassos  P.  Nassos,  Northbrook 
Edward  F.  Ragsdale,  Alton 
Alan  M.  Roman,  Flossmoor 


YOU'RE  INVITED  To  a complimentary 

Public  Affairs  Breakfast 
Saturday,  April  23,  1988, 
7:30  a.m. 

Westin  O’Hare  Hotel 
Rosemont,  Illinois 


Tickets  for  this  breakfast  will  be  available  at 
convention  registration  during  the  ISMS 
Annual  Meeting  on  a first  come,  first  served 
basis. 

For  further  information,  please  contact  the 
Governmental  Affairs  Division  at  ISMS 
offices,  Twenty  North  Michigan  Avenue,  Suite 
700,  Chicago,  IL  60602.  Telephone  (312) 
782-1654  or  (800)  782TSMS. 


Breakfast  Speaker: 
Henry  J.  Hyde 
U.S.  Congressman 
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ISMS  Auxiliary 
60  th  Annual  Meeting 
Westin  O’Hare  Hotel 


1 1:30  a.m. 

WEDNESDAY,  APRIL  20 

Pin  &c  Gavel  Luncheon  (Past  Presidents  Only) 

1:00-6:00  p.m. 

2:30-4:30  p.m. 

6:30  p.m. 

8:00-10:00  p.m. 

House  of  Delegates  Registration 

Pre-Convention  Board  of  Directors  Meeting 

Board  of  Directors  Dinner  (Guests  &:  Delegates  Welcome) 

Auxiliary  Hospitality  (Guests  & Delegates  Welcome) 

7:30  a.m. 

THURSDAY,  APRIL  21 

House  of  Delegates  Registration 

Complimentary  Continental  Breakfast 

Reference  Committee  Personnel  Meeting 

9:00  a.m. 

First  House  of  Delegates  Session 

Call  to  Order  & Greetings 

Opening  Ceremonies 

Reading  of  Rules 

Appointment  of  Reading  & Reference  Committees 

Treasurer’s  Report 

Reading  of  Budget 

' 9:30-9:45  a.m. 

9:45-10:10  a.m. 

President’s  Report  to  House 

Keynote  Speaker:  Mrs.  Jean  Hill  (J.  Edward),  Secretary  of  the  American  Medical 
Association  Auxiliary 

' 10:10-10:40  a.m. 

Nominating  Committee  Report 

Nominations  and  Election  Instructions 

' 10:40-10:55  a.m. 

Launch  of  “Special  Event  1988/89” 

1 10:55  a.m. 

Introduction  of  Resolutions 

1 1:00  a.m. 

1 

Reference  Committee  Hearings 

Organizational  Affairs 

Health  Concerns 

I Noon 

Awards  and  Recognition  Luncheon  (Guests  and  Delegates  Welcome) 

Memorial  Service 

Luncheon  Speaker 

Awards  Presentations 

1:45-2:15  p.m. 

2:15  p.m. 

County  Presidents-Elect  Orientation 

House  of  Delegates  Session  Continued 

Elections 

County  Presidents’  Reports 

3:00  p.m. 
i 4:00  p.m. 

8:00-10:00  p.m. 

Recess 

Oak  Brook  Center  Mall  Shop  & Dine 

International  Coffee  and  Desserts  Hospitality  (Guests  and  Delegates  Welcome) 

1 

7:30  a.m. 

FRIDAY,  APRIL  22 

House  of  Delegates  Registration 

Reference  Committee  Reports  Available 

Complimentary  Continental  Breakfast 
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8:45  a.m. 


9:00  a.m. 
9:45  a.m. 

1 1:30  a.m. 
Noon 


1:45  p.m. 
3:00  p.m. 
3:15  p.m. 
7:00  p.m. 

7:30  a.m. 


Second  House  of  Delegates  Session 
Reference  Committee  Reports 
Budget  Approval 
Election  Results 

County  Reports  Continued 

Adolescent  Health  Panel 

“Special  Event  1988-89” 

President’s  and  Installation  Luncheon  and  International  Bridal  Show  (Guests 
and  Delegates  Welcome) 

Installation  of  1987-1988  ISMSA  Officers 
Annual  Meeting  Adjournment 

International  Bridal  Show 

1988-1989  Board  of  Directors  Photograph 

Post-Convention  Board  of  Directors  Meeting 

ISMS  President’s  Night — Honoring  Edward  J.  Fesco,  M.D. 

SATURDAY,  APRIL  23 

ISMS  Public  Affairs  Breakfast 


Notice  of  Annual  Meeting  of  Members 

of  the 

Illinois  State  Medical 
Inter-Insurance  Exchange 
Wednesday,  April  20,  1988 

4:00  p.m. 

Westin  O’Hare  Hotel,  6100  River  Road 
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• LEASE  ALL  MAKES  & MODELS  • FOREICn  & DOMESTIC  • IMMEDIATE  DELIVERY 
• no  MONEY  DOWN  • CASH  BACK  FOR  YOUR  TRADE  • LEASE  TO  OWN 
• REBATES  AVAILABLE  • INDIVIDUAL  & CORPORATE  LEASES 


’88  ACURA  LEGEND 


4X4 


’88  BUICK  REGAL 


$9Q7 

Cii  ■ PER  mo.  per  mo.  m 


YOUR  CAR  DELIVERED  WITHIN  24  HOURS  OR  YOUR  FIRST  MONTH  IS  FREE! 


PtRMOMTH 


ACURA  INTEGRA $152 

BMW  325 $282 

BMW  635  csi $589 

BMW  735 $679 

BUICK  LeSABRE $216 

CADILLAC  ALLANTE $752 

CADILLAC  DeVILLE $319 

CHEVY  BERETTA $152 

CHEVY  BLAZER $166 

CHEVY  CORSICA $152 

CHEVY  CELEBRITY $167 

CHEVY  CORVETTE $389 

CHEVY  ASTROVAN $172 

CHRYS.  LeBARON  CONVT. $187 

CHRYS.  NEWVORKER $257 

DODGE  CARAVAN $172 

DODGE  SHADOW $146 

EORD  MUSTANG  $147 

FORD  TAURUS $162 

FORD  THUNDERBIRD $177 


PER  MONTH 

FORD  BRONCO $187 

FORDAEROSTAR $172 

HONDA  ACCORD $162 

HONDA  CIVIC  CRX $127 

HONDA  PRELUDE $172 

HYUNDAI  EXCEL $ 95 

ISUZU  IMPULSE $174 

ISUZU  TROOPER $179 

JAGUAR  XJ6 $667 

LINCOLN  TOWN  CAR $339 

LINCOLN  CONTINENTAL  ....  $352 

MAZDA  323 $129 

MAZDA  MX6 $162 

MAZDA  929 $257 

MERCEDES  300E $549 

MERCEDES  560SL $752 

MERCURY  SABLE $172 

MITSUBISHI  MONTERO $167 

NISSAN  STANZA $162 

NISSAN  4X4 $179 


PER  MONTH 


OLDS  CIERA $162 

OLDS  DELTA  88 $217 

OLDS  98  REGENCY $254 

PONTIAC  LeMANS $128 

PONTIAC  GRAND  AM $152 

PONTIAC  GRAND  PRIX  $189 

PONTIAC  BONNEVILLE $219 

PORSCHE  944 $397 

PORSCHE  911 $517 

SAAB  900  $212 

SAAB  9000 $324 

STERLING $284 

SUBARU  DL $154 

SUZUKI  SAMURAI $129 

TOYOTA  CELICA $172 

TOYOTA  4 RUNNER $209 

TOYOTA  SUPRA $287 

VOLVO  DL $212 

VOLVO  740  $287 

V.W.JETTA $152 


Example  1988  Dodge  Caravan  60  monlh  closed  end  lease  ^ 172  lor  60  mos  equals  ^ 10  320  1st  payment  and  relundahle  security  deposit  ot  5200  required  Various  purchase  options  available  at  lease  termination  Excluding  license  6 taxes 

Are  you  tired  of  your  present  lease  or  car?  Are  you  looking  for  a different  make  or  model?  Call  us! 


A Mid  America  Company  Jf 

“ YOUR  PERSONAL  LEASE  CONSULTAN^  ” 

945-8686  • 437-8686  • 427-8686  • 4t6-8686 

DEERFIELD  SCHAUMBURG  DOWNTOWN  N^ERVILLE 

OPEN  SUNDAY  10am  to  2pm 


Viewbox 

{continued  from  page  140) 


Diagnosis:  Tuberous  sclerosis 


radiation  or  intravenous  contrast  material,  makes  son- 
ography an  ideal  screening  method  for  children  with 
suspected  renal  disease,  especially  cystic  disease  such  as 
adult  polycystic  disease.®  i 


The  combination  of  bilateral  renal  cysts  and  periven- 
tricular calcifications  make  tuberous  sclerosis  the  most 
likely  diagnosis. 

Infantile  polycystic  disease  can  be  eliminated  as  a 
possibility.  This  disease  constitutes  a spectrum  of 
abnormalities,  including  cystic  renal  disease  and  hepat- 
ic fibrosis.  The  severity  of  these  two  aspects  vary 
inversely.  Infants  usually  die  due  to  renal  complica- 
tions. In  later  childhood  most  patients  present  with 
portal  hypertension  due  to  hepatic  fibrosis.’  Sonogra- 
phy in  both  infants  and  older  children  shows  enlarged 
kidneys  which  are  highly  echogenic.  No  individual  cysts 
are  identified  due  to  their  small  size.^ 

Adult  polycystic  disease  can  be  present  in  a 13- 
year-old  and  could  present  with  small  cysts  prior  to 
enlargement  of  the  kidneys.  There  is  an  association 
with  intracranial  aneurysms,  but  not  multiple  intracra- 
nial calcifications. 

Medullary  cystic  disease  (juvenile  nephronophthisis) 
is  unlikely  in  this  patient.  This  inherited  disease  usually 
presents  because  of  impaired  renal  function.  Sonogra- 
phy sometimes  demonstrates  a few  small  medullary  or 
corticomedullary  cysts  in  normal-to-small  kidneys.  The 
corticomedullary  junction  is  not  well  defined.’  This 
disease  is  not  asociated  with  intracranial  calcifica- 
tions. 

Tuberous  sclerosis  is  an  inherited  neurocutaneous 
disorder  characterized  by  hamartomas  of  many  tissues, 
especially  the  skin  and  brain.  The  classical  clinical  triad 
is  seizures,  mental  retardation,  and  skin  lesions.  Brain 
lesions  are  typically  periventricular  and  are  often  calci- 
fied. 

The  characteristic  renal  lesion  is  the  angiomyolipo- 
ma.  Using  computed  tomography  this  benign  tumor 
can  be  reliably  diagnosed  due  to  its  characteristic  fat 
content.  Angiomyolipomas  occur  in  40%-80%  of 
patients  with  tuberous  sclerosis.^  Multiple  renal  cysts 
are  less  commonly  seen  in  patients  with  tuberous 
sclerosis.®  These  patients  may  or  may  not  have  identifi- 
able angiomyolipomas.  In  patients  without  angiomyoli- 
pomas, cystic  changes  of  tuberous  sclerosis  and  cysts  of 
adult  polycystic  disease  cannot  be  differentiated  by 
imaging  methods. 

In  our  patient  the  history  and  brain  CT  findings 
were  most  helpful  in  making  the  correct  diagnosis. 
While  mental  retardation  is  a part  of  the  classic  triad  of 
tuberous  sclerosis,  about  40%  of  patients  have  normal 
intelligence.  In  some  cases,  cystic  disease  of  the  kidney 
is  the  first  manifestation  of  tuberous  sclerosis.  Tuber- 
ous sclerosis  should  be  considered  in  patients  who 
present  with  renal  cysts.  When  the  diagnosis  is  in 
doubt,  CT  with  thin  sections  has  been  valuable  in 
identifying  small  angiomyolipomas.® 

This  case  demonstrates  the  sensitivity  of  ultrasound 
in  demonstrating  abnormalities  of  the  renal  parenchy- 
ma."*  This  high  sensitivity,  as  well  as  the  lack  of  ionizing 


References 

1-  Hayden,  C.K.,  et  al:  "Renal  Cystic  Disease  in  Child- 
hood," Radiographics  1:97-116,  1986. 

2.  Davidson,  A.J.:  Radiology  of  the  Kidney.  Philadelphia, 
W.B.  Saunders,  1985,  pp.  360-364. 

3.  Mitnick,  J.S.,  et  al.:  "Cystic  Renal  Disease  in  Tuberous 
Sclerosis,"  Radiology  147:85-87,  1983. 

4.  Amis,  E.S.  Jr.,  Hartman,  D.S.:  "Renal  Ultrasound,"  Rad 
Clin  North  Amer  22:315-332.  1984. 

5.  Walker,  F.C.  Jr.,  et  al:  "Diagnostic  Evaluation  of 
Adult  Polycystic  Kidney  Disease  in  Childhood,"  AJR 
142:1273-1277,  1984. 
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707  South  Wood  Street  • Chicago,  Illinois,  60612 


AMA  Accredited 


May— July,  1988 

Specialty  Review  in  Family  Medicine 
May  1-7,  1988 

Specialty  Review  in  Anesthesiology 
May  15-20,  1988 

Specialty  Review  in  Orthopedic  Surgery 
May  22-28,  1988 

Specialty  Review  in  Pediatric  Cardiology 
June  1-4,  1988 

Microneurosurgery  of  the  Brain 
June  2-6,  1988 

Flexible  Fiberoptic  Sigmoidoscopy 
June  4,  1 988 

Spinal  Diseases  and  Stabilization 
June  7-9,  1988 

Peripheral  Nerve  Injury  and  Repair:  The  Practical  Aspects 
June  10-12,  1988 
Fiberoptic  Colonoscopy 
July  6-8,  1988 

Fiberoptic  Esophagogastric  Endoscopy 
July  11-13,  1988 
Specialty  Review  in  Pediatrics 
July  18-24,  1988 

Specialty  Review  in  Emergency  Medicine 
July  25-30,  1988 

Specialty  Review  in  Internal  Medicine 
July  31 -August  6,  1988 


CALL  TOLL-FREE  TODAY! 

Toll-fre®:  {800)  621-4651  • In  Illinois:  {800)  621-4649 
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PRO  SANCTIONS:  LEGAL  ISSUES 
AND  DEFENSIVE  STRATEGIES 

An  intense,  one  day  seminar  for  physicians  and  hospital  administrators  which  provides  a unique 
opportunity  for  you  to  learn  from  the  experts:  what  your  rights  are  in  the  PRO  sanction  process;  how 
to  protect  yourself.  Hear  case  histories.  The  regulations  are  changing  in  1988,  so  prepare  yourself  by 
attending. 

SHERATON  PLAZA  HOTEL 
160  East  Huron  Street,  Chicago,  Illinois 
Friday,  May  13,  1988 


CURRICULUM: 

• Taking  Your  PRO  to  Court  • Defensive  Strategies  • PRO  Comparisons 
• Malpractice  Liability  • The  Hearing  Process 

Seminar  faculty  includes  attorneys  who  represent  providers  in  sanction  appeals  cases  and  the  director  of  a statewide  PRO. 


REGISTRATION: 

Early  bird  registration  fee  before  April  28:  $190,  after  April  28:  $215.  Fee  includes  course  materials,  CME  credit  and  dinner. 

CME  credits  to  be  awarded  by  MUSC;  hours  to  be  announced. 


SPONSORED  BY: 

The  Limited  Legal  Consultation  Service  of  the  Association  of  American  Physicians  & Surgeons,  Inc. 
9203  Lake  Braddock  Drive  • Burke,  Virginia  22015  • 703/425-6300  or  Toll  Free  800/635- 1196 

To  register,  or  for  more  information,  call  or  write. 


PHYSICIAN 

SPECIALISTS 


The  Air  Force  can  make  you  an  attractive 
offer — outstanding  compensation,  better 
working  hours  plus  opportunities  for 
professional  development.  You  con  hove 
o challenging  practice  and  time  to 
spend  with  your  family.  Find  out  what  the 
Air  Force  offers  a specialist  up  to  age  58. 
Coll 


Major  Al  Lopez 
314-434-9555 
Collect 


YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5,4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine.  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  choiinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon'  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.'  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.'' ^ 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  '3.4  j tablet  (5,4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  In 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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AVAILABLE  EXCLUSIVELY  FROM 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
Outside  NJ  1-800-237-9083 


FAMILY  PRACTITIONERS/ 
INTERNISTS 


South  Suburban  Hospital,  a highly  respected  integral  part 
of  our  community,  has  a unique  opportunity  immediately 
available  for  a Family  Practitioner/Internist  who  is  Board 
Certified  or  Board  Eligible 

This  IS  an  ideal  opportunity  for  an  astute  Physician  to  work 
in  tandem  with  a well-established  Physician  who  wishes 
to  retire  soon.  Selected  individual  must  be  capable  of  even- 
tually assuming  control  of  the  entire  practice.  A candidate 
who  is  currently  finishing  their  Residency  will  be 
considered 

In  addition  to  providing  full  hospital  privileges.  South 
Suburban  will  offer  the  selected  candidate  Marketing  Sup- 
port and  Relocation  Allowance  as  well  as  Loan  Guaran- 
tees for  your  first  several  years  of  practice 

South  Suburban  Hospital  is  located  in  the  beautiful  com- 
munity of  Hazel  Crest  in  suburban  Chicago.  We  invite  you 
to  submit  your  CV  in  total  confidence  to:  Joe  Dwyer,  Vice 
President-Marketing. 


South  Suburban  Hospital 
17800  S.  Kedzie  Avenue 
Hazel  Crest,  IL  60429 

an  equal  opporiumly  employer  m/f 


MASTERS  OF  SCIENCE  IN  HEALTH  LAW 

AT 

LOYOLA  UNIVERSITY  OF  CHICAGO 
SCHOOL  OF  LAW 


To  meet  the  growing  challenges  of  law  and 
regulation  Loyola  University  of  Chicago  School  of 
Law  designed  a unique  graduate  degree  program,  the 
M.S.  in  Health  Law.  This  masters  program,  the  first 
of  its  kind  in  the  nation,  provides  physicians  and 
other  health  professionals  with  a foundation  in  core 
legal  subjects  and  an  in-depth  exposure  to  a wide 
range  of  health  law  topics.  The  32  credit  program  is 
ideal  for  individuals  with  strong  clinical  or  adminis- 
trative backgrounds.  Applications  are  being  accept- 
ed until  April  1,  1988  for  the  third  M.S.  class.  For 
further  information,  please  call  or  write: 


The  Institute  for  Health  Law 
Loyola  University  School  of  Law 
One  East  Pearson  St. 

Box  124 

Chicago,  IL  6061 1 
(312)  670-6608 
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CLASSIFIED  ADVERTISING 


Classified  Advertising  Rates 


25 

words 

26  to  50 

51  to  75 

76  to  100 

or  less 

words 

words 

words 

1 insertion 

$ 7.00 

$17.00 

$25.00 

$ 42.00 

3 insertions 

13.00 

32.00 

46.00 

78.00 

6 insertions 

18.00 

44.00 

64.00 

108.00 

1 2 insertions 

22.00 

53.00 

79.00 

132.00 

All  proposed  advertisements  should 
be  received  by  the  hrst  of  the 
month  preceding  publication.  A 
surcharge  of  $5  will  be  assessed 
when  a box  number  is  requested 
and  an  additional  18  words  should 
be  added  in  calculating  the  advertis- 
ing rate. 


POSITIONS  AND  PRACTICE 

1 WELL  ESTABLISHED  PRACTICE  general  sur- 
gery and  general  practice  looking  for  asso- 
ciate who  will  buy  within  six  months  to  one 
year  or  right  now.  40  miles  from  Chicago. 
Twenty  years  established  practice,  excellent 
income.  Substantial  income  from  hospital  on 
trauma  call.  Reply  to  Box  2061,  c/o  Illinois 
Medical  Journal,  Twenty  North  Michigan 
Avenue,  Suite  700,  Chicago,  IL  60602. 

ARIZONA-BASED  Physician  Recruiting  hrm 
has  urgent  requirements  coast-to-coast  for 
BC/BE  psychiatrists.  Excellent  hospital- 
sponsored  solo  and  group  practice  opportu- 
nities. “Quality  Physicians  for  Quality  Cli- 
ents since  1972.”  All  inquiries  conhdential. 
Call  (602)  990-8080;  or  send  C.V.  to:  Mitch- 
ell Sc  Associates,  Inc,  P.O.  Box  1804,  Scotts- 
dale, AZ  85252. 

ARIZONA-BASED  Physician  recruitment 
firm  has  quality  opportunities  coast  to  coast. 
Available  positions  in  most  primary  care  and 
surgical  specialties  to  include  C)B/GYN, 
orthopedics,  ER,  and  ENT.  “Quality  Physi- 
cians for  Quality  Clients  since  1972.”  Call 
(602)  990-8080;  or  send  CV  to:  Mitchell  & 
Associates,  Inc.,  PO  Box  1804,  Scottsdale, 
AZ  85252. 


ARIZONA-BASED  Physician  Recruiting  hrm 
has  opportunities  coast-to-coast.  “Quality 
Physicians  for  Quality  Clients  since  1972.” 
Call  (602)  990-8080;  or  send  C.V.  to:  Mitch- 
ell & Associates,  Inc.,  P.O.  Box  1804, 
Scottsdale,  AZ  85252. 

PRIMARY  CARE  PHYSICIANS — Arizona 
based  physician  recruitment  firm  has  various 
opportunities  for  BC/BE  internists,  EP’s, 
and  pediatricians  coast-to-coast.  Eor  further 
informatictn,  contact  Mitch  Young  at  (602) 
990-8080;  or  send  C.V.  to:  Mitchell  & Asso- 
ciates, Inc.,  P.O.  Box  1804,  Scottsdale,  AZ 
85252. 

TWENTY-NINE  PHYSICIAN  multispecialty 
clinic  located  in  desirable  east  central  Wis- 
consin location  is  seeking  board  certified  or 
board  qualified  orthopedic  surgeon  to  round 
out  its  services.  Tab,  x-ray,  excellent  hospi- 
tal. Liberal  guarantee  and  benefits.  If  inter- 
ested contact  1).  E.  Sweet,  M l).,  Eond  du 
Lac  Clinic,  S.C.,  80  Sheboygan  Street,  Eond 
du  Lac,  Wisconsin  54935. 

EMERGENCY  MEDICINE.  Eor  emergency 
physician  who  possesses  excellent  clinical 
and  trauma  skills  within  a group  of  7 emer- 
gency room  physicians  located  in  beautiful 
northwest  Wisconsin  area.  Please  send  C.V. 
to:  M.  A.  Jaghlit,  M.l).,  900  W'.  Clairemont 


Ave.,  Eau  Claire,  W1  54701;  or  call  (715) 
839-4404. 

FAMILY  PRACTICE,  GENERAL  INTERNIST, 

ENT  & Pediatriciati — needed  for  two-hospi- 
tal, historic  river  town  of  20,000.  Drawing 
area  of  approximately  60,000  with  new 
19,000  acre  recreational  lake.  L’nlimited 
potential.  Contact  Cantl  Murphy,  Physician 
Recruitment,  623  Broadway,  Hannibal,  MC) 
63401,  or  call  314-221-3107. 

FAMILY  PHYSICIAN  for  established  south 
suburban  Chicago  group  practice  clinic.  BE/ 
BC.  Salary  guarantee  with  incentive  and 
benefit  package.  Reply  tt)  Box  ^2090,  c/o 
Illinois  Medical  Journal,  Twenty  North  .Michi- 
gan Avenue,  Suite  700,  Chicago,  IL  60602. 

FAMILY  PHYSICIAN— Well  equipped  48- 
bed  rural  JCAH  accredited  hospital  is  look- 
ing for  a family  physician  to  round  out  their 
medical  staff.  Modern  furnished  five  room 
clinic  located  on  hospital  grounds  provided. 
Lucrative  financial  package  including  guar- 
antee for  initial  period.  Unbelievable  income 
potential.  The  hospital  is  located  in  south- 
eastern Illinois  in  the  midst  of  the  Shawnee 
National  Forest.  Excellent  area  for  fishing, 
hunting,  boating,  etc.  Contact  Roby  Wil- 
liams, Administrator,  Hardin  County  Gener- 
al Hospital,  P.  O.  Box  2467,  Rosidare,  IL. 
62982.  Telephone— (618)  28.5-6634. 
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PEDIATRICIAN  WANTED  lo  establish  prac- 
tice ill  NVV  Illinois  city  of  17,000,  service 
area  60,000-1-.  Space  available  in  fully- 
ecjuipped  office  1 block  from  hospital  with 
new  peds.  unit  and  level  II  nursery.  100%  of 
collections,  no  buy-in.  Office  retit  negotia- 
ble. 1-12  hours  from  Chicago,  other  large 
cities.  For  tiiore  information  or  to  schedule 
visit,  write  S.  Baumwell,  M.l).,  202  VV.  Miller 
Road,  Sterling,  IL  61081  or  call  collect  (815) 
626-9660. 

GENERAL  PRACTICE  OPPORTUNITY  For 

Illinois  licetised  physician  with  owti  tiialprac- 
tice  insurance  for  busy  clitiic  oti  west  side  of 
Chicago.  Telephone:  (815)  933-1900. 

GREEN  BAY,  WISCONSIN— 28  physician 
multi-specialty  group  seeking  BC/BE  pbvsi- 
cians  in  the  following  specialties:  family  prac- 
tice, pulmonology  , pediatrics,  ENT  and  anes- 
thesiology. Green  Bay  is  a progressive  com- 
munity with  an  easy  lifestyle,  ample  outdoor 
activities,  excellent  schools  and  cultural 
activities.  The  (ilinic  ofl’ers  competitive  sala- 
ry and  excellent  fringe  benefits.  Please  send 
C\'  to:  P.  M.  Kindrachuk,  Administrator, 
West  .Side  Clinic,  S.C.,  Post  Office  Box 
19070,  Green  Bay,  W1  54307-9070. 

PHYSICIANS  NEEDED  for  medical  practice 
opportunities  in  the  Midwest  and  western 
L'tiited  States.  Thirty  attractive  locations  to 
choose  from  in  metropolitan  and  rural  areas. 
All  with  excellent  salary  and  benefits.  We  will 
match  vour  personal  and  prolessiotial  tieeds 
with  the  right  practice  opportunity.  Contact 
a physiciati  placement  specialist  at  The  Cen- 
ter for  Rural  Health,  501  Columbia  Road, 
Grand  Eorks,  ND  58201,  or  call  (701)  777- 
3262  collect. 

PSYCHIATRISTS  NEEDED  academic  and 
clinical  positions  available  with  a salarv  ratige 
from  $80,000  to  $100,0004-  in  Eargo, 
North  Dakota,  metropolitan  area  of  140,000 
with  two  state  universities  atid  one  liberal 
arts  college.  Contact  a physician  placement 
specialist  today  at  The  Center  for  Rural 
Health,  501  Columbia  Road,  Grand  Eorks, 
Nl)  58201,  or  call  (701)  777-3262  collect. 

IMMEDIATE  OPENING  full-titne  emergency 
physician  at  trauma  center  southwest  of  Chi- 
cago. Considerable  exposure  to  acute  trau- 
ma. Remuneration  exceeditig  six  figures. 
Must  be  board  certified  iti  emergency  medi- 
cine with  three/four  years  experience  in 
emergency  medicine.  Contact  W.T.  Gordon 
(815)  744-2800. 

ASSOCIATE  MEDICAL  DIRECTOR  Excellent 
opportunity  for  board  certified  internist, 
familv  practitioners  to  join  the  medical 
department  of  a large  utilization  and  case 
management  corporation.  The  company  spe- 
cializes in  remote  utilization  review,  and  in 
managed  medical  care  for  corporate  and 
insurance  carrier  clients  coast-to-coast. 
There  will  be  an  opportunity  to  work  with 
physicians  and  develop  treatment  plans  and 
alternate  treatment  sites  for  patients. 
Opportunities  for  input  into  corporate  pro- 
grams and  strategic  planning  exist.  Utiliza- 
tion review  experience  is  preferred  but  not 
necessary.  Specialty  board  certification  is 
required.  Respond  to:  Director,  Medical 


Department,  3200  S.  Highland  Ave.,  Down- 
ers Grove,  IE  60515-1223. 

GENERAL  SURGEON:  Medium-sized  acute 
care  hospital  level  one  trauma  center,  lo- 
cated in  northern  Illinois,  seeks  general  sur- 
geon and  surgery  residents,  minimum  4 
years  residency  training,  for  in-house  surgi- 
cal coverage.  Elexible  scheduling  primarily 
weekends.  Competitive  salary.  Send  CV  to: 
Box  2099  c/o  Illinois  Medical  Journal,  Twen- 
ty North  Michigan  Avenue,  Suite  700,  Chica- 
go, IE  60602. 

LICENSED  PRIMARY  CARE  PHYSICIAN  for 

full-time  position  as  director,  utilization 
review  in  progressive  midsized  Chicago 
teaching  hospital.  LlR  experience  preferred. 
Excellent  salary  and  benefits  package.  Send 
CV  to  Box  2097,  c/o  Illinois  Medical  journal. 
Twenty  North  Michigan  Avenue,  Suite  700, 
Chicago,  IE  60602. 

WANTED  M.D.  Small  town  practice  with 
great  potential.  Eully  equipped  3000  sq.  ft. 
facility  within  40  miles  of  Peoria,  Illinois.  For 
further  information,  send  resume  to  Box 
2098,  c/o  Illinois  Medical  Journal,  Twenty 
North  Michigati  Avenue,  Suite  700,  Chicago, 
IE  60602. 

MEDICAL  & SURGICAL  SUBSPECIALISTS 

Wanted  for  occupancy  of  established  medi- 
cal building  in  Wheeling  (NW  suburb).  Der- 
matologist and  ENT  especially  desired,  but 
interested  in  cjthers,  Eor  information  or 
appointment  call  Mr.  Steres  (312)  537- 
5500. 

FAMILY/GENERAL  PRACTICE— M.D./ 

D.O.  physician  preferably  B.C./B.E.  needed 
to  join  two  physicians  in  busy  practice  in 
central  Illinois,  rural  community.  Terms  for 
salary  or  guarantee  negotiable.  Write  to  Box 
2094,  c/o  Illinois  Medical  Journal,  Twenty 
North  Michigan  Avenue,  Suite  700,  Chicago, 
IE  60602. 

FAMILY  PRACTICE  POSITION  Eamily  prac- 
tice physician  to  join  established,  progressive 
north  suburban  group  located  in  growing 
Take  County,  Illinois.  This  position  offers  a 
competitive  financial  package  with  a guaran- 
teed salary,  paid  malpractice,  health  insur- 
ance, liberal  time  off.  Excellent  call  schedule. 
Obstetrics  not  essential.  Contact  Susan 
Booktnan  (312)  367-7340. 

SOUTHWESTERN  CHICAGO  SUBURBAN 
AREA — Seeking  board-certified  or  board- 
eligible  family  practitioners,  internists,  pedi- 
atricians and  obstetricians/gynecologists  for 
positions  in  a rapidly  developing  hospital 
serv  ice  area  of  350,000  population  35  miles 
from  Chicago’s  Loop.  Positions  offer  highly- 
competitive,  one  to  two  year  guaranteed 
annual  salaries  plus  benefits  including  mal- 
practice, life,  long-term  disability  and  health 
insurance,  moving  and  interview  expenses, 
and  paid  vacation  and  sick  leave  time.  For 
further  information,  submit  a current  curric- 
ulum vitae  or  call  (collect):  Robert  W. 
Matthews,  Ph.D.,  Director  of  Special  Pro- 
jects, 1200  Maple  Road,  Joliet,  IL  60432, 
(815)  740-7093,  (815)  740-7094  after  6 pm/ 
weekends. 


GROUP  HEALTH  INC.  If  you  are  board  certi- 
fied, or  board  eligible,  in  any  of  the  following, 
specialties.  Group  Health,  Inc.  may  have  an  j 
opportunity  for  you.  Adult  psychiatry,  cardi- 
ology, dermatology,  family  practice,  internal ' 
medicine,  obstetrics  & gynecology,  ophthal- 
mology, pediatrics  urology.  For  information  j 
about  joining  the  Group  Health,  Inc.  medi- , 
cal  staff,  call  Jerry  Hess  at  (612)  623-8444., 
Group  Health,  Inc.,  2829  University  Avenue  j 
S.E.,  Minneapolis,  Minnesota  55414. 

PEDIATRICS — Marshfield  Clinic,  a 250-phy- ' 
sician,  multi-specialty  private  group  practice,  I 
is  seeking  a board  certified  or  eligible  gener- 
al pediatrician  to  join  its  expanding  regional 
center  in  Chippewa  Falls.  Chippewa  Falls  is  a | 
community  of  15,000  people  located  in  ‘ 
beautiful  west  central  Wisconsin  with  a wide  I 
range  of  recreational,  educational,  and  cul-  1 
tural  opportunities  easily  accessible.  The 
clinic  is  adjacent  to  a 1 10-bed  JCAH  accred- 
ited hospital.  Competitive  salary  and  fringe 
benefit  package.  Send  curriculum  vitae  and 
references  to:  Mr.  David  Draves,  Director, 
Regional  Development,  Marshfield  Clinic, 
1000  North  Oak  Avenue,  Marshfield,  W1 
54449.  Or  you  may  call  collect  at  715- 
387-5376. 

FAMILY  PRACTICE  OPPORTUNITY  An 

exceptional  J.C. A. H.  85  bed  community  hos- 
pital and  its  medical  staff  are  searching  for 
several  primary  care  physicians  to  become 
part  of  our  growing  medical  community. 
Excellent  hospital  facilities  and  equipment. 
Comfortable  country  life  style  less  than  an 
hour  from  Indianapolis.  Favorable  malprac- 
tice climate.  Several  exceptional  existing 
practice  opportunities.  For  additional  infor- 
mation, please  submit  a current  resume  in 
confidence  to:  Executive  Director,  Putnam 
County  Hospital,  1542  S.  Bloomington  St., 
Greencastle,  IN  46135;  (317)  653-2178. 

UROLOGIST — One  hour  from  Chicago’s 
Loop.  Progressive  35-physician  multispecial- 
ty group  in  northern  Indiana  (pop.  60,000) 
seeking  energetic,  highly  skilled  urologist. 
Unlimited  recreational  and  cultural  opportu- 
nities. Guarantee  and  excellent  benefit  pack-  j 
age.  Call  or  write  George  Ivekich,  250 
Regency  Court,  Waukesha,  WI  53186,  , 
1-800-338-7107  or  1-414-785-6500  (Col- 
lect). No  costs  or  obligations  involved. 

WANTED — board  eligible/board  certified 
emergency  medicine  physician  to  join  an 
emergency  department  staff  which  is  part  of 
a 180  physician  multi-specialty  clinic  in 
Champaign-Urbana,  Illinois;  35,000  annual 
visits.  Liberal  fringe  benefits  and  salary  lead 
to  equal  ownership.  Send  CV  with  inquiries 
to  J.  Yambert,  M.D.,  Division  of  Emergency 
Medicine,  Carle  Foundation  Hospital,  611 
West  Park,  Urbana,  IL  61801;  217-337- 
3313. 

WANTED:  PHYSICIAN,  eager  to  learn  and 
academic  oriented  for  part  time  position  in  a 
medical  educational  organization  near  Water 
Tower  area.  Call  Ms.  Kendall  (312)  951- 
1400. 

INDIANA — 13-phy  ortho  group  (9  general 
ortho  surgs,  4 subspec)  is  seeking  an  ortho 
surg  to  practice  just  25  miles  SE  of  Indianap- 
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I olis.  C.oinlbi  tablc  call  coverage.  Kxcelleni 
1‘lst-vear  miiiiimim  guarantee  w extensive 
Ibene  pkg.  (Contact  |ean  Kcos,  250  Regenev 
iiCourt.  Waukesha. '\V1.  5518(1.  l-8()()-;i;l8- 
•7107  or  1-414-785-6500  (Collect). 

WISCONSIN — 40  miles  frtmi  Madison.  55- 
phv  multispec  group  seeks  second  psyt  bia- 
trist.  .An  increased  patient  volume  and  addi- 
ition  of  a drug  and  alcohol  inpatient  unit 
necessitates  addition  of  ttne  to  two  additional 
psychiatrists.  The  current  psychiatrist  is  BC 
in  adult,  and  BE  in  both  child  and  geriatric. 
Contact:  Jean  Eicos.  250  Regency  Court. 
.Waukesha.  Wl.  55186.  l-80()-558-'7 1 07.  or 
■1-414-785-6500  (Collect). 

[staff  physician— Highly  reputable  Chi- 
jicago  clinic  group  specializing  in  treating 
Fvenous  disorders  by  unique  compression 
injection  treatment  needs  staff  physicians 
with  2-5  years  experience  preferably  in  inter- 
'nal  medicine  or  general  practice.  Offer  com- 
'petitive  compensation  package  and  opportu- 
nities for  growth.  Many  opportunities  for 
Irelocation  to  other  metropolitan  areas  are 
available.  If  you  are  tired  of  working  eve- 
nings and  weekends  and  are  motivated  to 
jbuild  a practice  with  a leader  in  varicose  vein 
itreatment,  please  send  C\'  to  Medical  Direc- 
tor, Vein  Clinics  of  America,  2540  S.  .Arling- 
ton Heights  Rd.,  .Arlington  Heights.  II, 
60005. 

(INDIANA — 50  miles  from  downtown  Chica- 
go. Thirtv-five  physician  multispecialty 
group  located  in  northwest  Indiana  (pop. 
60,000)  is  seeking  second  orthopaedic  sur- 
geon. With  a service  population  over 
110,000,  this  community  is  situated  on  the 
shores  of  Lake  Michigan  and  offers  excep- 
tional recreational  activities.  The  clinic 
Ihouses  its  own  x-ray  laboratorv,  audiology, 
jphysical  therapy,  surgery,  and  ER.  Eixcellent 
compensation  and  benefit  package.  Call  or 
write  Jean  Ecos,  250  Regency  Court,  Wauke- 
sha, WI  55186,  1-800-558-7107  or  1-414- 
785-6500  (Collect). 

QUAD-CITIES,  ILLINOIS  AREA— Regional 
and  hospital  based  directorship  available  for 
physician  board  certified  in  emergency  med- 
icine. Prior  administrative  experience  neces- 
sary. Excellent  salary,  malpractice  insurance 
provided,  full  benefit  package  available. 
Contact:  Emergency  Consultants,  Inc.,  2240 
South  .Airport  Road,  Room  17,  Traverse 
City,  MI  49684;  1-800-255-1795  or  in  Mich- 
igan 1-800-652-5496. 

’southeastern  IOWA— Seeking  full-time 

and  part-time  physicians  for  new  50  bed 
'hospital  emergency  department.  Attractive 
hourly  compensation  and  malpractice  insur- 
ance provided.  Beneht  package  available. 
Contact  Emergency  Consultants,  Inc.,  2240 
South  Airport  Road,  Room  17,  Traverse 
City,  MI  49684;  1-800-255-1795  or  in  Mich- 
igan 1-800-652-5496. 


SITUATIONS  WANTED 


{medical  assistants,  Medical  Doctors, 

I medical  secretary/receptionist,  office  man- 


ager/bookkeeper, insur.nu  e biller,  laboralo- 
rv/x-rav  let  bnit  ians  for  ( hit  ago  .ind  sub- 
urbs. Call  .Ameritan  Medical  Personnel.  Ms 
Christy  at  (512)  557-4221 . 

BOARD-CERTIFIED  OB/GYN  seekirtg  pail- 
time  positions.  Please  repb  to  Box  ^2047, 
c/'o  Illinois  Medical  Journal,  'I  wentv  .North 
•Michigan  .Avenue,  Suite  700,  Chicago,  II 
60602. 

CERTIFIED  FAMILY-PRACTITIONER  seeking 
part-time  position.  Re|)lv  to  Box  ^2048,  c/o 
Illinois  Medical  Journal,  Twenty  North  .Michi- 
gan .Avenue,  Suite  700,  Chicago,  II.  60602. 


FOR  SALE,  LEASE  OR  RENT 

SOUTHWEST  SUBURB  OF  CHICAGO;  Cen- 
eral  family  practice.  Owner  netting 
$160,000  + . Busy  practice.  Located  in  a 
professional  building.  Professional  Practice 
Sales,  540  Erontage  Rd.,  N'ortbheld,  11. 
60095;  (512)  441-6111. 

PULMONARY/INTERNAL  MEDICINE  Prac- 
tice located  in  Indiana,  about  one  hour  from 
Chicago  is  available.  Excellent  gross.  Grow- 
ing practice.  Professional  Practice  Sales,  540 
Erontage  Rd.,  Northfield,  IL  60095;  (512) 
441-6111. 

FAMILY  PRACTICE  for  sale.  25  years  old. 
Citv  of  12,000  ten  miles  from  St.  Louis, 
Missouri.  No  OB.  Grossing  $560,000.(10 
yearly.  Price-  one  vear  net  income.  Reply  to 
Box  c/o  Illinois  Medical  Jounial, 

Twenty  North  Michigan  .Avenue,  Suite  700, 
Ghicago.  11,  60602. 

FOR  SALE:  Medical  building  1 larlem/Bcl- 
mont.  6 yrs  new.  Nets  $100,000.  Park  40 
cars.  No  money  down.  Call  Mr.  Eisenberg 
Baldwin  & Associates  (512)  472-5800. 

MODERN  3 BEDROOM  tri-level  residence, 
with  living  room,  family  room-kitchen  area, 
located  on  65  acres  outside  Centralia,  Illi- 
nois. The  acreage  is  improved  with  stables, 
feed  lot,  metal  outbuildings,  fenced  pasture 
and  pond.  Some  of  the  remaining  acreage  is 
in  cultivation.  Three  miles  or  less  from 
schools,  churches,  hospital  and  shopping. 
Excellent  opportunity  for  horse  farm  enthu- 
siast. Please  contact  either  (6181-552-7426 
bv  telephone  or  P.O.  Box  1 79,  .Mascoutah. 
IL  62258,  in  writing  for  further  information 
or  appointment  to  visit  this  real  estate. 

FOR  SALE — well  established  general  prac- 
tice located  in  twin  cities  of  central  Illinois 
with  universities  in  each.  Excellent  opportu- 
nity for  young  phvsician  interested  in  prima- 
ry care  medicine.  Expect  population  increase 
with  new  auto  plant.  Reply  to  Box  2091,  c/o 
the  Illinois  Medical  journal.  Twenty  North 
Michigan  ,Ave.,  Suite  700,  Chicago,  IL 
60602. 

FAMILY  PRACTICE/INTERNAL  medicine. 
Well  established  and  fully  ec|uipped  medical 


oIIkc  building  and  prailice  av.iil.ible  imme- 
dialeb  for  s.de.  (onlract  or  lenl  in  weslein 
Illinois  ( ommunity — popul.ilion  I5,()()0. 
l■.Xlellent  laniily  communily.  I erms  negotia- 
ble. GPs  weltome.  Reply  to  Box  ''/OOOI, 
c/o  Illinois  Medical  journal.  Twenty  North 
Mi(hit{aii  .Avetiue,  Suite  700,  (.hit.igo,  11. 
60602. 

USED  MEDICAL  EQUIPMENT,  f xatiiitiatioti 
tables,  EKG,  ophthalmoscope,  otoscopes, 
cop\  tnathitic,  audiotneler  atid  mans  stiiall 
itetns.  Call  (217)952-4425. 

FOR  SALE;  GE,  Datalitie  Llirasoutid  (1985) 
in  mitit  cotulition.  $6000  or  best  offer.  Gall 
(815)  758-8622. 

MEDICAL  EQUIPMENT  for  sale/lease.  New 
atid  used  exam  room  furtiiture,  EKG’s, 
hvfracators,  scales,  diagnostic  equipmetit, 
stretchers,  more.  Trade-ins  accepted.  Deliv- 
erv  available.  800-555-8567. 

SCOTTSDALE  ARIZONA  Eatnilv  physician 
retiring  after  sevetiteen  sears.  Eully 
equipped  1400  stjuare  foot  free  standing 
building.  Gross  income  $525, 000/year 
(1982-1986).  Ideal  climate  in  otic  of  the 
most  beautiful  cities  in  .Atncrica.  Write  to: 
James  S.  Beck.  M.D.,  8551  E.  San  Miguel. 
Scottsdale,  .Arizotia  85255. 

$38,000  for  established  southsidc  mostlv 
public  aid  fatnily  practice  near  Jacksoti  Park 
Hospital.  Rent  $500/month.  Gall  .A.  Polussa, 
M.D.  (512)  845-5500. 

WELL  ESTABLISHED  PRACTICE  Joliet  area 
is  for  sale  starting  .April  1,  1988.  General 
medicine,  allergies.  .Area  code  815-727- 
4621. 

AMELIA  ISLAND  PLANTATION,  Elorida 
(near  Jacksonville).  Owner  offers  luxurious 
2BR,  2 bath  villa  on  ocean-beach.  LNe  of 
villa’s  pool,  tennis  court.  Eortv-hve  holes 
championship  golf.  4 tniles  white  sand  beach. 
1250  acres  of  incredible  beautv.  Special 
rates.  To  reserve  villa  1()05,A  call  1-800- 
874-6878. 

DOCTOR'S  OFFICES  FOR  RENT.  Downtowti 
Lemont — 12  rooms  (2  offices,  lab  & x-rav,  6 
examining).  Budnik  Enterprise  400  Main — 
Lemont.  (512)  257-2654.  .Sue  or  Rita. 

HINSDALE  BY  OWNER.  $465,000.  Charac- 
ter, warmth  atid  chartn  aboutid  in  this  itnpec- 
cably  maintained  5 BR,  21/2  B.A  Zook  English 
Tudor  on  large  wooded  lot  in  heart  of 
Hinsdale!  Eat-in  kitchen,  large  tnaster  BR 
suite,  large  LR,  DR  atid  faniih  room,  hard- 
wood floors,  hnished  basement,  new  shake 
roof  & furtiacc.  2 car  attat  hed  gar.  Lnique 
features  including  built-ins  atid  nianv  extras! 
Bv  appt.  520  E.  Hickon  (512)  525-0664  or 
(512)  654-4161. 

FOR  SALE — Well  established,  sen  desirable 
internal  medicine  practice.  .Approxitiiatelv 
85  miles  from  Ghicago.  Net  income  of 
$90,000  annuallv.  Eor  details  contact  .Medi- 
detitic  Practice  Sales,  460  S.  Northwest 
Hwy.,  Park  Ridge,  IL  60068— (512)  696- 
0220. 
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FOR  SALE:  Irex  System  IIA  M-Mode/2-1^ 
Fxhocardiograph  machine  witli  paper  sup- 
plies. S'/s  years  old.  Good  condition.  2.5 
megahertz  transducer.  3.5  megahertz  trans- 
ducer. Small  M-Mode  transducer.  Portable 
unit — excellent  for  private  office.  Call 
Eileen  at  Suburban  Cardiologists — 312/ 
325-9010. 

OFFICE  SPACE  AVAILABLE.  Office  space 
immediately  available — 1000  square  feet  in 
the  Naperville — Aurora  High  Tech  Corridor 
off  1-5  on  Farnsworth  Avenue.  The  office  is 
located  in  a very  attractive  professional 
building  at  street  level  fronting  Farnsworth 
Avenue  with  unlimited  parking.  Contact 
George  1).  Piccolo,  D.C.  at  (312)  820-0000 
for  an  appointment. 

PRACTICE  FOR  SALE:  63  year  old,  2iid 
generation  general  practice;  1 '/s  hour  drive 
so.  of  Chicago;  on  ground  tloor  in  two  story 
building,  for  sale  or  rent.  Office  12  rooms 
for  2-3  physicians.  Flxcellent  accredited  hos- 
pital 4 blocks  away  with  all  specialties. 

OPHTHALMOLOGY  PRACTICE  FOR  SALE 

Excellent  opportunity  for  M.l).  to  assume 
established  general  ophthalmology  jiractice 
in  south  eastern  Illinois  community.  Cross 
income  $4 75k,  low  overhead,  modern  equip 
(iiicl.  lasers)  & facility  on  grounds  of  100  + 
bed  hos|iital.  Will  introduce.  Terms  avail- 
able. For  information  call  or  write:  R.  T. 

INDEX  TO  ADVERTISERS 


Flirsh  Associates,  Ltd.,  1855  Union  Boule- 
vard, Bav  Shore,  NY  11706,  (516)  665- 
0439. 

MISCELLANEOUS 

DISCOUNT  HOLTER  SCANNING  Services 
starting  at  $35.00.  Spacelabs  bolter  recorder 
(cassette)  available  from  $1275.00.  Cardio- 
nostic  bolter  recorder  (cassette)  available 
from  $995.00.  Smallest  and  lightest  bolters 
update.  Fast  service  (24-48  hrs  turn  over). 
Flookup  kits  starting  at  $4.95.  Special  intro- 
ductorv  offer  of  three  free  tests  with  any 
purchase  or  lease  of  the  recorder.  Cardiolo- 
gist overread  available  for  $15.00.  If  inter- 
ested call  1-800-248-0153. 

FOR  PHYSICIANS  and  residents:  Unsecured 
signature  loans  $5,000-$60,000.  No  points 
or  fees.  Competitive  rates-level  payments. 
L'p  to  six  years  to  repay.  Deferred  principle 
option,  conlidential-rapid  processing.  For 
information  and  application  call  toll-free 
(800)331-4952,  MediVersal  Dept.  114;  or 
MediFinancial  Services  (512)  836-9126, 

Harper. 

MANUSCRIPT  PREPARATION  for  medical 
journal  publication  to  include  word  process- 
ing, meticulous  proofreading  and  editing  by 
AA.MT  certihed  medical  transcriptionist. 
Call  RK  Young  (312)  830-9454. 

HEALTH  CARE  PERSONNEL  CONSULTING, 


Inc.,  a division  of  The  Health  Care  Group, 
specializes  in  valuation  and  sales.  We  have 
practices  currently  available  in  the  following 
specialty  areas:  dental,  dermatology,  family 
practice,  internal  medicine  and  ophthalmol- 
ogy. F’or  more  information  regarding  selling 
or  buying  a medical  practice,  contact  our 
brokerage  division  at  Health  Care  Personnel 
Consulting,  Inc.,  Meetinghouse  Business 
Center,  1 40  West  Germantown  Pike,  Suite 
200,  Plymouth  Meeting,  PA  19462;  or  call 
(215)  828-0919. 

1988  CME  CRUISE/CONFERENCES  on 

medicolegal  issues  8c  risk  managment — 
Caribbean,  Mexico,  Alaska,  China/Orient, 
Europe,  New  F.ngland/Canada,  Trans  Pana- 
ma Canal,  South  Pacific.  Approved  for  24-28 
CME  Cat.  1 Credits  (AMA/PRA)  and  AAFP 
prescribed  credits.  Distinguished  lecturers. 
Excellent  group  rates  on  finest  ships.  Regis- 
tration limited.  Pre-scheduled  in  compliance 
with  IRS  requirements.  Information:  Inter- 
national Conferences,  189  Lodge  Ave.,  Hun- 
tington Station,  NY  11746.  (516)  549- 
0869. 

THINKING  ABOUT  SELLING  YOUR  PRAC- 
TICE? We  have  the  buyers  and  will  be  happy 
to  arrange  an  initial  private  meeting  at  no 
cost  or  obligation  to  you.  Primarily  interest- 
ed in  St.  Clair,  Madison,  and  other  counties 
near  St.  Louis  and/or  southern  Illinois.  The 
Medical  Marketplace  (314)  997-0535. 
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Let’s  Count 
Our  Blessings 
A.nd  Get  to  Work 


rhank  you  for  the  opportunity  to 
';er\'e  as  your  president  this  year.  My 
inessage  for  this  first  page  is  very 
simple.  Illinois  is  a healthy  place  to 
live  and  practice  medicine.  It’s  time 
:o  count  our  blessings  and  get  to 
|Vork. 

The  Illinois  State  Medical  Society 
las  earned  a national  reputation 
*imong  professional  societies.  We 
Iran  and  do  deliver  what  our  mem- 
jaers  want. 

With  few  exceptions,  our  elected 
afficials  are  receptive  and  sensitive 
to  the  health  care  needs  of  our 
citizens.  We’ve  worked  hard  to  edu- 
cate them,  and  must  continue  to 
communicate  on  the  issues. 

The  1988  elections  are  crucial. 
We  must  work  to  replace  those 
elected  officials  who  won’t  even  lis- 
iten  to  medicine  or  show  concern 
for  health  care  issues.  And  equally 
important,  we  must  ensure  that 
those  who  do  listen  are  reelected. 


If  we  succeed,  our  legislators  will 
be  receptive  to  outstanding  tort 
reform  so  important  to  the  medical 
environment.  They  will  understand 
that  caps  on  noneconomic  damages 
in  medical  malpractice  cases  are  the 
most  efficient  way  to  ensure  that 
medical  care  remains  available  for 
everyone.  They  will  understand  that 
those  huge  awards  don’t  happen  in 
a vacuum.  Each  one  impacts  those 
which  follow. 

More  than  ever  before,  physi- 
cians must  be  good  communicators. 


We  must  talk  to  our  patients  about 
the  issues  of  the  day.  We  must 
support  our  young  people  and  help 
them  to  grow.  We  must  be  leaders 
in  our  communities,  because  the 
public  health  is  our  day-to-day 
responsibility. 

We’ll  face  many  challenges 
together  in  the  next  twelve  months. 
I am  conhdent  that  the  Society  can 
generate  the  necessary  energy  and 
initiative  to  meet  our  goals.  There  is 
much  to  be  done  and  we  can  enjoy 
doing  it  well.  i 


Harry  A.  Springer,  M.D. 

President 
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IN  ANTIHYPERTENSIVE  THERAPY 

Fm^ORMANCl 


Maintains 
physicai 
performanci 


Maintains 
mentai 
performance 


Maintains 

sexuai 

performance 


OUNTS... 


Maintains  physicai,  mentai, 
and  sexuai  performance 

m Alpha,  blockers  maintain  normal  hemodynamics 
during  rest  and  exercise^ 

m Seldom  causes  depression,  confusion,  loss 
of  alertness^ 

m Impotence  is  rare — incidence  equal  to  placebo^ 


Significantiy  decreases  totai  choiesteroi*' 

Effective  in  younger  and  eider 
patients,  biacks  as  weii  as  whites' 


Side  effects  generally  were  mild  and  transient.  Dizziness 
and  asthenia  were  most  common.  Others  reported  signifi- 
cantly more  frequently  than  with  placebo  were  nasal 
congestion,  peripheral  edema,  somnolence,  nausea,  pal- 
pitations, and  blurred  vision.  Incidence  of  syncope  (1.0%) 
was  not  significantly  different  from  placebo. 


* HYTRIN  is  not  indicated  for  the  treatment  of  hyperlipidemia. 


HYTRIN 


® Img, 
2mg, 
5 mg 
tablets 


(tmosinfatesr^ 

The  first  once-a-day  alpha,  blocker 


a f 

BBOTT  * Wellcome 


advancing  cardiovascular  care 


Please  see  adjacent  page  lor  Brief  Summary  of  prescribing  information. 


HYTRIN* 

(terazosin  hydrochloride  tablets) 

Brief  Summary 

CLINICAL  PHARMACOLOGY:  Pharmacodynamics.-  Clinical  studies  of  terazosin  used  in  once-a-day  (maiorify) 
and  b I d regimens  with  total  doses  usually  in  the  range  of  5 20mg/day,  in  patients  with  mild  or  moderate  hyperten 
Sion  Because  terazosin,  like  all  alpha  antagonists,  can  cause  large  falls  in  blood  pressure  after  the  first  (Jose  or 
first  few  doses,  the  initial  dose  was  Img  in  virtually  all  studies,  with  subsequent  titration  to  a specified  fixed  dose 
or  titration  to  a specified  blood  pressure  end  point 

Blood  pressure  responses  were  measurecl  at  the  end  of  the  dosing  interval  (usually  24  hrs ) and  effects  were 
shown  to  persist  throughout  the  interval,  with  usual  supine  responses  5 lOmmHg  systolic  and  3 5 SmmHq  diastolic 
greater  than  placebo^  The  responses  in  the  standing  position  tended  to  be  somewhat  larger,  although  this  was  not 
true  in  all  studies  The  magnitude  of  blood  oressure  responses  was  similar  to  prazosin  and  less  than  hydrochlorothi- 
azide (in  a single  study)  In  measurements  24  hrs  after  dosing,  heart  rate  was  unchanged. 

Lirnited  measurements  of  peak  response  (2-3  hrs  after  dosing)  during  chronic  terazosin  administration  indicate 
mat  It  IS  more  than  twice  the  trough  (24  hr)  response,  suggesting  some  attenuation  of  response  at  24  hrs  pre 
sumably  due  to  a fall  in  blood  terazosin  concentrations  at  the  end  of  the  dose  interval  This  explanation  is  not  estab 
hshed  with  certainly  and  is  not  consistent  with  the  similarity  of  blood  pressure  response  to  once  a day  and  b i d 
dosing  With  the  absence  of  an  observed  dose  response  relationship  over  a range  of  5 20mg  i e if  blood  concen 
traiions  fall  to  the  point  of  providing  less  than  full  effect  at  24  hrs , a shorter  dosing  interval  or  larger  dose  should 
ead  to  increased  response  Measure  blood  pressure  (BP)  at  Ihe  end  of  the  dose  interval  if  response  is  not  satis- 
factory. patients  mav  be  tried  on  a larger  (Jose  or  b i.d.  regimen  The  latter  should  be  considered  if  side  effects 
such  as  dizziness,  palpitations,  or  orthostatic  complaints,  are  seen  within  a tew  hours  after  dosing 

The  greater  BP  effect  associated  with  peak  plasma  concentrations  (first  few  hours  alter  dosing)  appears  some 
what  more  posilion  dependent  (greater  m the  erect  position)  than  the  effect  of  terazosin  at  24  hrs  In  the  erect  po- 
sition fnete  IS  a 6-10  bpm  increase  in  heart  rate  in  the  first  few  hours  after  dosing  During  the  first  3 hrs  after 
dosing  12  5%  of  patients  had  a systolic  pressure  fall  of  30mmHg  or  more  from  supine  to  standing  or  standing  sys- 
tolic pressure  below  SOmmHg  with  a fall  of  at  least  20mmHg,  compared  to  4%  of  a placebo  group 

INDICATIONS  AND  USAGE:  Indicated  for  the  treatment  of  hypertension. 

CONTRAINDICATIONS:  None  known 

WARNINGS:  Syncope  and  "First-dose"  EHect:  Terazosin.  Iihe  other  alpha-adreneroic  blocking  agents,  can 
cause  marked  hypotension,  especially  postural  hypotension,  and  syncope  in  association  with  tlie  first  dose 
w tirst  lew  doses  A similar  effect  may  occur  if  therapy  Is  interrupted  for  more  than  a few  doses  Syncope 
has  been  reported  with  other  alpha-adreneroic  blocking  agents  in  association  with  rapid  dosage  increases 
or  introduction  of  another  antihypertensive  drug.  Syncope  may  be  due  to  an  excessive  postural^ypotensive 
although  occasionally  the  syncopal  episode  has  been  preceded  by  severe  supraventricular  tachycardia 
with  heart  rates  of  1 20- 160  bpm. 

To  decrease  the  likelihood  of  syncope  or  excessive  hypotension,  always  initiate  treatment  with  a Img 
“23*  tablets  are  not  indicated  as  initial  therapy  Increase  dosage  slowly,  and 

add  additional  antihypertensive  agents  with  caution.  Caution  patients  to  avoid  situations  where  injury  could 
result  if  syncope  occurs  during  initiation  of  therapy. 

In  early  studies,  where  increasino  single  doses  up  to  7 5mg  were  given  at  3 day  intervals  tolerance  to  the  first 
dose  phenomenon  did  not  necessarily  develop  and  the  "first  dose"  effect  was  observed  at  all  doses  Syncopal  epi 
sodes  occurred  in  3 of  14  subjects  given  doses  of  2 5,  5,  and  7 5mg,  which  are  higher  than  the  recommended  iniii^al 
dose  Severe  orthostatic  hypotension  (BP  50/0mmHg)  was  seen  in  two  others  ani3  dizziness  tachycardia  and  lioht 
headedness  occurred  in  most  subjects  These  adverse  effects  all  occurred  within  90  mm  of  dosing.  ‘ 

In  multiple  dose  clinical  trials  involving  nearly  2000  patients,  syncope  was  reported  in  about  1%  of  patients  in 
no  case  severe  or  prolonged,  and  was  not  necessarily  associated  with  early  doses 

ff  syncope  occurs,  place  patient  in  recumbent  position  and  treat  supportively  There  is  evidence  that  the 
orthostatic  effect  of  terazosin  is  greater,  even  in  chronic  use.  shortly  after  dosing. 

PRECAUTIONS:  Genera!  Orthostatic  Hypotension:  While  syncope  is  Ihe  most  severe  orthostatic  effect  of 
terazosin,  other  syrnpioms  of  lowered  BP,  such  as  dizziness.  Iightheadedness  and  palpitations,  are  more  common 
occurring  in  28%  of  patients  in  clinical  trials  Patients  with  occupations  in  which  such  ev-nis  represent  polentiai 
problems  should  be  treated  with  particular  caution 

Information  for  Patients  Make  aware  of  possibility  of  syncopal  and  orthostatic  symptoms  especially  at  initiation 
0 therapy,  and  to  avoid  drivino  or  hazardous  tasks  for  12  hrs  after  the  first  dose,  after  a dosage  increase  and 
atter  interruption  of  therapy  when  treatment  is  resumed  Caution  to  avoid  situations  where  injury  could  result 
should  syncope  occur  during  initial  therapy  Advise  to  sit  or  lie  down  when  symptoms  of  loweret)  BP  occur  and  to 
rise  carefully  from  a sitting  or  lying  position  Bothersome  dizziness.  Iightheadedness  or  palpitations  should  be 
reported  to  physician 

heavy  rnach^e^  drowsiness  or  somnolence  can  occur,  requiring  caution  in  people  who  must  drive  or  operate 

Laboratory  Tests  Small  but  statistically  significant  decreases  in  hematocrit,  hemoglobin  W6C  total  protein  and 
alburnin  were  observed  in  clinical  trials  The  magnitude  of  decreases  did  not  worsen  with  time  These  findings  suo 
gesi  the  possibility  of  hemodilution  ’ ^ 

Drug  Interactions  In  controlled  trials,  terazosin  was  added  to  diuretics,  and  several  beta  adrenergic  blockers  no 
unexpected  interactioris  were  observed  Terazosin  has  also  been  used  concomitantly  without  interaction  in  at  least 
bU  patierits  on  the  following  1)  analgesic/anti  inflammatory  (acetaminophen,  aspirin,  codeine  ibuprofen  mdo 
methacin)  2)  antibiotics  (erythromycin,  trimethoprim  and  sulfamethoxazole).  3)  anticholinergic/sympathomimet 
ICS  (phenylephrine  HCI,  phenybropanolamine  HCl,  pseudoephedrine  HCI),  4)  antigout  (allopurinol)  5)  antihista- 
mines chlorpheniramine),  6)  cardiovascular  agents  (atenolol,  hydrochlorothiazide,  methyclothiazide  oro- 
pranool).  7)  corticosteroids,  8)  gastrointestinal  agents  (antacids),  9)  hypoglycemics,  10)  sedatives  and  tranouil 
izers  (diazepam)  ^ 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility  HYTRIN  was  devoid  of  mutagenic  potential  when  evaluated 
m VIVO  and  m vitro 

HYTRIN,  administered  in  feed  to  rats  at  doses  of  8.  40.  and  250m9/kg/dav  for  2 yrs  was  associated  with  a 
^atistically  significant  increase  in  beriign  adrenal  medullary  tumors  of  male  rats  exposed  to  the  250mq/kQ  dose 
This  dose  is  695  X rriax  recommended  human  dose  (20mg/55kg)  Female  rats  were  unaffected  HYTRIN  vvas  not 
oncogenic  in  mice  when  administered  in  feed  for  2 yrs.  at  a maximum  tolerated  dose  of  32mQ/kQ/dav 
The  absence  of  mutaoenicity  in  a battery  of  tests,  of  tumongenicity  of  any  cell  type  in  the  mouse  carcinoqenicitv 
assay,  ot  increased  total  tumor  incidence  in  either  species,  and  of  proliferative  adrenal  lesions  in  female  rats  suo 
gests  a male  rat  species  specific  event  Numerous  other  diverse  pharmaceutical  and  chemical  compounds  have 
been  associated  with  these  tumors  in  male  rats  without  supporting  evidence  for  carcinogenicity  in  man 
Effects  on  fertility  were  assessed  in  a standard  fertility/reproductive  performance  study  in  which  male  and 
fernale  rats  were  administered  oral  doses  of  8.  30  and  120mq/kg/day  Four  of  20  male  rats  given  30m9/kg  and  5 
of  19  fTia  e rats  given  120mg/kg  failed  to  sire  a litter  Testicular  weights  and  morphology  were  unaffected  Vaginal 
srnears  at  JU  and  izOmg/kg/day  appeared  to  contain  less  sperm  than  smears  from  control  matings  and  good  corre 
lation  was  reported  between  sperm  count  and  subsequent  pregnancy  ^ ^ 

^ elicited  a statistically  significant  increase  in  testicular  atrophy  in  rats  exposed  to  40  and 
250mg/kg/day.  but  not  in  rats  exposed  to  8mg/kg/day  (>  20  X max  recommended  human  dose)  Testicular  atro 
observed  'h  dogs  dosed  with  SOOrng/kg/day  { > 800  X max  recommended  human  dose)  for  3 months  but 
not  after  1 yr  when  dosed  with  20mg/kg/dav  This  lesion  has  also  been  seen  with  Mmipress®. 

Pregnancy  Teratogenic  effects  Pregnancy  Category  C There  are  no  adequate  and  well  controlled  studies  in  oreo 
nani  women  and  Ihe  safely  of  terazosin  m pregnancy  has  not  been  established  HYTRIN  is  not  recommended  during 
preonancy  unless  potential  benefit  justifies  potential  risk  to  mother  and  fetus.  ® 

Nonteratogeni^c  effects  In  a pen-  and  Dost  natal  development  study  in  rats,  significantly  more  pups  died  in  the 
group  dosed  with  120mg/kg/day  ( > 30(J  X max  recommended  human  dose)  than  in  the  control  group  durinq  the 
i-week  post  partum  period  ^ y a 

Hursmg  Mothers.  Il  is  not  known  whelhsi  leiazosm  is  ewieled  in  bieasl  milk,  Iherefore  eiercise  caulion  when 
adminislermg  lerazosin  10  a nursing  woman 

Pediatnc  Use  Safety  and  effectiveness  have  not  been  detetmined 

ADVERSE  REACTfONS:  The  pieyalence  of  adverse  reactions  has  been  ascertained  from  i4  placebo  controfled 
studies  conducted  primaiilv  in  the  U S The  studies  involved  once  a day  administration  ot  terazosin  as  monotheraov 
or  in  combination  with  other  antihypertensive  agents,  at  doses  ranging  from  1 to  40mg  All  adverse  events  leoorted 
during  these  studies  were  recorded  as  adverse  reactions  Adverse  events  where  the  prevalence  rale  in  Ihe  terazosin 
group  was  at  least  »,  where  the  prevalence  rale  for  the  terazosin  group  was  at  least  2%  and  was  greater  than 
me  prevalence  rale  lor  Ihe  placebo  group,  or  where  Ihe  reaction  is  of  particular  interest  are  summarized  below 
Only  asthenia,  b utted  vision  dizziness,  nasal  congestion,  nausea,  peripheral  edema,  palpitations  and  somnolence 
were  signilicanlly  Ip  <0  05)  more  cornmon  m patients  leceiving  terazosin  than  in  patients  receiving  placebo 
Other  events  include  [/.TERAZOSIN.V.PIACEBO];  asthenia  ni,3%-4  3%).  back  pain  (2 4%- 1 2%)  ^blurted 
iiS'S'riil!?  I0,3%.0  2%),  dizziness  (19  3%.?  6%),  dyspnea  (3  l%.2  4%l.  edema  (0  9%-0  6%) 
in  ol  n^ru,!  '("Si'f""  .'I™;' (0  6%  0 2%l,.  nasal  congesliori 


lanS'ioSr  I2  3%.|8%),  pain  exlremilies  (3,596-394)  palpitations 

(4  394  1 29t)  paresthesia  (2.9%-r494),  peripheral  edema  (5,594  2 4%),  postural  hypotension  (I  TO  04%) 
sinusitis  (2  6%.l  4%),  somnolence  (5  4%.2,6%),  tachycardia  (1  9%-1  2%),  weight  gam  ((5,5%  0,2%) 

Adverse  reactions  weie  usually  mild  or  moderate  in  intensity  but  sometimes  were  serious  enough  to  mterruot 
liealmenl  Adverse  reactions  that  were  most  bothersome  as  judged  by  being  reported  as  reasons  for  ifisconlinualion 
f.z^WnV.u  "'ms  repotted  more  often  than  in  Ihe  placebo  group 

( m ''9'“"  <0  6%  0%),  dizziness  (3  1%  0494l*dys^ 

?|  al,  "9^^'  congestion  I06%.0%l,  nausea  (08%.0%),  palpitations 

I ,'’'''l’5mal  edema  (0  6%  0%),  postural  hypotension  (0  5%  0%)  somno 

lence  (0  6%.0  2%),  syncope  (0,596-0.2%),  tachycardia  (0,6%.0%) 

Additional  adverse  reactions  have  been  reported,  but  these  are  not  distinguishable  from  symptoms  that  miohl 
have  occurred  in  the  absence  of  exposure  fo  terazosin.  The  following  additional  adverse  reactions  were  reported 
by  at  least  1%  of  1987  patients  who  received  terazosin  in  clinical  studies  or  during  marketing  experience  abdomi 
nal  pain,  abnormal  vision,  anxiety,  arrhythmia,  arthralgia,  arlhrilis,  bronchitis,  chest  pain,  cold  symptoms  coniunc 
livilis,  conslipalion,  diairhea,  dry  mouth,  dyspepsia,  epislaxis,  facial  edema,  fever,  flatulence  flu  symptoms  gout 
incteased  cough,  insomnia  loint  disorder,  myalgia,  neck  pain,  pharyngitis,  pruritus,  tash,  rhinitis  shoulder  pain' 
sweating,  tinnitus,  urinary  frequency,  urinary  tract  infection,  vasodilation,  vomiting 

sponse**^  ADMINISTRATION:  Dose  and  dose  interval  (1 2 or  24  hrs ) should  be  adjusted  accordtng  to  BP  re 

s"ve%ects''  f’^servB  the  initial  dosing  regimen  strictly  to  mtnimize  potential  lor  severe  hypoten 

Subsequent  Doses:  Slowly  increase  dose  to  achieve  desired  BP  response  Usual  dose  range  is  Imq  to  5mq  once 
So "'ll!  I'bt"  up  to  20mg/day  Doses  over  20mg  do  not  appear  to  provide  further 
BP  effect  Doses  over  40mg  have  not  been  studied  Monitor  BP  at  the  end  of  ifosing  interval  to  assure  control  is 
mairilained^  Il  may  be  helpful  to  measure  BP  2 3 hrs.  after  dosing  to  see  if  maximum  and  minimum  responses  ate 
similar  and  to  evaluate  symptoms  which  can  result  from  excessive  hypotensive  response  II  response  is  subslan 
lially  dirninished  at  24  hrs  consider  an  increased  dose  or  b rd.  regimen.  II  administration  is  discontinued  lor 
several  days  or  longer,  reinstitute  therapy  using  initial  dosing  regimen.  In  clinical  trials,  except  lor  Ihe  initial 
dose,  the  dose  was  given  m the  morning. 

Use  Wilh  Other  Drugs:  Caulion  should  be  observed  when  terazosin  is  administered  concomiianilv  with  other  an 
tihypertensive  agents  (e  g , calcium  antaaonists)  to  avoid  the  possibilily  of  significant  hypotension  When  adding  a 
diuretic  or  other  antihyperlensive  agent,  dosage  reduction  and  retitration  may  oe  necessary 
August,  1987  Abbott  Health  Care  Products.  Inc.  North  Chicago.  IL  60064 8023854 

References:  1 . Dzau  VJ:  Evolution  of  the  clinical  management  of  hyper- 

tension; Emerging  role  of  "specific"  vasodilators  as  initial  therapy.  Am  J Med 
1987;82(suppl  1A):36-43.  2.  Data  on  file,  Abbott  Pharmaceuticals.  3.  Mersey 
JH:  Alpharblockade  in  hypertension  management.  Prim  Cardiol  1987;13: 

93*101.  4.  Hytrin:  Product  Information  Abbott  Pharmaceuticals. 


Here’s  Your 
Chance  to 
Help  Us  Help 
You 

What  ISMS  Knows: 

Continuing  meidical  etiucation  (CME)  is 
important  for  physicians  and  patients. 

What  ISMS  Needs  to 
Know: 

What  topics  are  most  important  to  the 
Illinois  physician. 

How  and  where  the  Illinois  physician 
prefers  to  obtain  CME. 

How  can  ISMS  best  serve  its  members  in 
providing  CME. 

Tell  us  what  we  need  to  know  about 
your  needs. 

Watch  for  the  ISMS  Committee  on 
CME  Activities  Needs  Assessment 
Survey  to  arrive  in  the  mail  in  late 
April.  Take  a few  moments  to  com- 
plete and  return  it. 

You  can  help  ISMS  remain  respon- 
sive to  its  members’  needs  and  con- 
tinue spending  your  dues  dollars 
wisely. 


Before  pretcribing,  see  complete  prescribing 
Informetlon  In  SKAF  LAB  CO.  literature  or  PDR. 
The  following  Is  a brief  summary. 
Contraindications:  There  are  no  known  contraindi- 
cations to  the  use  of  Tagamet 

Precautions:  While  a weak  antlandrogenic  effect 
has  been  demonstrated  In  animals.  Tagamet'  has 
been  shown  to  have  no  effect  on  spermatogenesis, 
sperm  count,  motility,  morphology  or  In  vitro  fertiliz- 
ing capacity  In  humans. 

In  a 24-month  toxicity  study  In  rats  at  dose  levels  ap- 
proximately 9 to  56  times  the  recommended  human 
dose,  benign  Leydig  cell  tumors  were  seen.  These 
were  common  In  both  the  treated  and  control 
groups,  and  the  Incidence  became  significantly 
higher  only  In  the  aged  rats  receiving  'Tagamet 
Rare  Instances  of  cardiac  arrhythmias  and  hypoten- 
sion have  been  reported  following  the  rapid  admin- 
istration of  Tagamet ' HCI  /brand  of  cimetidine  hy- 
drochloride/ Injection  by  Intravenous  bolus. 
Symptomatic  response  to  Tagamet'  therapy  does 
not  preclude  the  presence  of  a gastric  malignancy. 
There  have  been  rare  reports  of  transient  healing  of 
gastric  ulcers  despite  subsequently  documented  ma- 
lignancy. 

Reversible  confuslonal  states  have  been  reported  on 
occasion,  predominantly  In  severely  III  patients. 
Tagamet'  has  been  reported  to  reduce  the  hepatic 
metabolism  of  warfarin-type  anticoagulants,  pheny- 
toln,  propranolol,  chlordlazepoxide,  diazepam,  lldo- 
calne,  theophylline  and  metronidazole.  Clinically  sig- 
nificant effects  have  been  reported  with  the 
warfarin  anticoagulants:  therefore,  close  monitor- 
ing of  prothrombin  time  Is  recommended,  and  ad- 
justment of  the  anticoagulant  dose  may  be  neces- 
sary when  Tagamet  Is  administered  concomitantly. 
Interaction  with  phenytoin,  lidocalne  and  theophyl- 
line has  also  been  reported  to  produce  adverse  clini- 
cal effects. 

However,  a crossover  study  In  healthy  subjects  re- 
ceiving either  Tagamet'  300  mg.  q.I.d.  or  BOO  mg. 
h.s.  concomitantly  with  a 300  mg.  b.i.d.  dosage  of 
theophylline  fTheo-Pur*,  Key  Pharmaceuticals,  Inc.), 


demonstrated  less  alteration  In  steady-state  theo- 
phylline peak  serum  levels  with  the  800  mg.  h.s.  regi- 
men, particularly  In  subjects  aged  54 years  and  older. 
Data  beyond  ten  days  are  not  available.  /Note:  All 
patients  receiving  theophylline  should  be  monitored 
appropriately,  regardless  of  concomitant  drug  ther- 

npy-l 

Lack  of  experience  to  date  precludes  recommending 
'Tagamet'  for  use  In  pregnant  patients,  women  of 
childbearing  potential,  nursing  mothers  or  children 
under  16  unless  anticipated  benefits  outweigh  po- 
tential risks:  generally,  nursing  should  not  be  under- 
taken In  patients  taking  the  drug  since  cimetidine  Is 
secreted  In  human  milk. 

Adverse  Reactions:  Diarrhea,  dizziness,  somno- 
lence, headache,  rash.  Reversible  arthralgia,  myalgia 
and  exacerbation  of  Joint  symptoms  In  patients  with 
preexisting  arthritis  have  been  reported.  Reversible 
confuslonal  states  /e.g.,  mental  confusion,  agitation, 
psychosis,  depression,  anxiety,  hallucinations,  disori- 
entation), predominantly  In  severely  III  patients, 
have  been  reported.  Gynecomastia  and  reversible 
Impotence  In  patients  with  pathological  hypersecre- 
tory disorders  receiving  'Tagamet',  particularly  In 
high  doses,  for  at  least  12  months,  have  been  re- 
ported. Reversible  alopecia  has  been  reported  very 
rarely.  Decreased  white  blood  cell  counts  In 
Tagamet -treated  patients  /approximately  I per 
100,000  patients).  Including  agranulocytosis  /ap- 
proximately 3 per  million  patients),  have  been  re- 
ported, Including  a few  reports  of  recurrence  on  re- 
challenge. Most  of  these  reports  were  In  patients 
who  had  serious  concomitant  Illnesses  and  received 
drugs  and/or  treatment  known  to  produce  neutrope- 
nia. Thrombocytopenia  /approximately  3 per  million 
patients)  and  a few  cases  of  aplastic  anemia  have 
also  been  reported.  Increased  serum  transaminase 
and  creatinine,  as  well  as  rare  cases  of  fever.  Intersti- 
tial nephritis,  urinary  retention,  pancreatitis  and  al- 
lergic reactions.  Including  hypersensitivity  vascu- 
litis, have  been  reported.  Reversible  adverse  hepatic 
effects,  cholestatic  or  mixed  cholestatic- 
hepatocellular  In  nature,  have  been  reported  rarely. 
Because  of  the  predominance  of  cholestatic  features, 
severe  parenchymal  Injury  Is  considered  highly  un- 


likely. A single  case  of  biopsy-proven  periportal 
hepatic  fibrosis  In  a patient  receiving  Tagamet ' has 
been  reported. 

How  Supplied:  Tablets:  200  mg.  tablets  In  bottles 
of  100:  300  mg.  tablets  In  bottles  of  100  and  Single 
Unit  Packages  of  100  /Intended  for  Institutional  use 
only):  400  mg.  tablets  In  bottles  of  60  and  Single 
Unit  Packages  of  100  /Intended  for  Institutional  use 
only),  and  800  mg,  TlltatP  tablets  In  bottles  of  30 
and  Single  Unit  Packages  of  100  /Intended  for  Insti- 
tutional use  only). 

Liquid:  300  mg./S  ml..  In  8 fl.  oz.  /232  ml.)  amber 
glass  bottles  and  In  single-dose  units  /300  mg./S  ml.). 
In  packages  of  10  /Intended  for  Institutional  use 
only). 

Injection: 

Vials:  300  mg./2  ml.  In  single-dose  vials.  In  packages 
of  to  and  30,  and  In  8 ml.  multiple-dose  vials.  In 
packages  of  W and  25. 

Prefllled  Syringes:  300  mg./2  ml.  In  single-dose  pre- 
filled disposable  syringes. 

Plastic  Containers:  300  mg.  In  50  ml.  of  0.9%  So- 
dium Chloride  In  single-dose  plastic  containers.  In 
packages  of  4 units,  l\lo  preservative  has  been 
added. 

ADD-Vantage**  Vials:  300  mg./2  ml.  In  single-dose, 
ADD-Vantage*  Vials,  In  packages  of2S. 

Exposure  of  the  premixed  product  to  excessive  heat 
should  be  avoided.  It  Is  recommended  the  product  be 
stored  at  controlled  room  temperature.  Brief  expo- 
sure up  to  40  "C  does  not  adversely  affect  the  pre- 
mixed product. 

'Tagamet ' HCI  /brand  of  cimetidine  hydrochloride)  In- 
jection premixed  In  single-dose  plastic  containers  Is 
manufactured  for  $K&F  Lab  Co.  by  Travenol  Labora- 
tories, Inc.,  Deerfield,  IL  6001 5. 

• ADD-Vantage4is  a trademark  of  Abbott  Laboratories. 
8RS-TG:L7SB  Date  of  issuance  Apr.  1967 

SK&F  LAB  CO. 

Cidra,  P.R.  00639 
©SK&FLabCo..  1988 


n peptic  ulcer: 


You  'II  both  feel  good  about  it. 


ABSTRACTS  OF  ACTIONS 


These  abstracts  are  published  so  that  members  of  the  are  not  intended  as  a detailed  report.  Full  minutes  of  tht 
Illinois  State  Medical  Society  may  keep  advised  of  the  actions  meetings  are  available  for  review  upon  any  member’s  request 
of  the  Board  of  Trustees.  They  cover  only  major  actions  and  to  the  headquarters  office  of  the  ISMS. 


January  30,  1 988  jgMS  Conference  Complex 


COMMUNICATIONS 

The  Board  heard  a presentation  on  Phase  II  of  the 
ISMS  Communications  Study.  The  presentation  in- 
cluded a review  of  the  results  of  Phase  I,  which  was  an 
opinion  study  of  ISMS  communications.  Phase  II  calls 
for  the  creation  of  a tabloid  newspaper,  called  Illinois 
Medicine,  to  be  inaugurated  in  January  1989.  The 
presentation  described  the  mechanics  of  implementa- 
tion and  the  development  of  internal  editorial  decision 
procedures.  Budget  information  was  included  both  for 
initial  development  stages  in  1988,  and  the  first  year  of 
publication  in  1989.  The  Board  accepted  Phase  II  and 
authorized  implementation  of  its  recommendations. 

MEDICARE  PART  B 

The  Board  reviewed  a report  regarding  letters 
received  by  Illinois  physicians  and  their  patients  from 
the  Medicare  Part  B carrier  with  an  Explanation  of 
Medicare  Benehts  (EOMB)  stating  that  there  has  been 
a denial  of  payment  for  a medically-unnecessary  proce- 
dure. The  Board  agreed  to:  (1)  Contact  appropriate 
members  of  the  Illinois  Congressional  Delegation  iden- 
tifying  the  extent  of  this  problem  and  the  unfairness  of 
the  process;  (2)  Inform  the  AMA  of  this  and  encourage 
them  to  intercede  with  HCFA  to  effect  a change  in  the 
mechanisms  for  denial  notification  by  the  carrier;  and 
(3)  Distribute  information  to  the  ISMS  membership 
indicating  the  status  of  this  issue  and  suggestions  as  to 
how  physicians  may  overcome  these  problems  with 
their  individual  patients. 

MEDICAL  LICENSURE 

The  Board  appointed  an  Ad  Hoc  Committee  to 
determine  if  action  was  needed  to  change  licensure 
rules  to  allow  the  Medical  Licensure  Committee  discre- 
tionary authority  to  accept  foreign  residency  training. 
The  Ad  Hoc  Committee  was  further  directed  to  review 
the  manner  in  which  pre-1985  medical  school  gradu- 
ates are  licensed  under  the  Medical  Practice  Act  of 
1987.  Under  the  new  Medical  Practice  Act,  persons  . 
applying  for  licensure  in  Illinois  must  have  completed 
two  years  of  post-graduate  training.  Those  persons 
applying  for  a residency  in  Illinois  who  graduated  from 
medical  school  prior  to  January  1,  1985,  cannot  receive 
a temporary  license  for  their  residency.  In  addition, 
those  persons  who  graduated  prior  to  1985  and  who 


failed  to  perfect  licensure  in  another  jurisdiction  can- 
not receive  a permanent  license. 

BUDGET  FOR  1988 

The  Board  reviewed  the  1988  budget  proposal 
which  reflected  minimal  program  changes.  Part  of  this 
consideration  was  the  necessity  of  a dues  increase. 
During  the  past  six  years,  dues  have  increased  $70.00, 
to  a current  level  of  $273.  As  established  ongoing 
programs  continue,  additional  revenue  is  required, 
since  expenses  increase.  No  dues  increase  was  effected 
for  1988,  even  though  there  was  a budgeted  deficit  of 
$654,000.  Projections  over  the  next  four  years  have 
been  developed  in  order  to  identify  a balanced  budget, 
which  would  also  maintain  the  required  level  of  undes- 
ignated surplus.  Without  an  increase  in  revenue,  there 
will  be  a continuously-increasing  deficit.  The  1988 
budget  reflected  increased  expenses  of  8.4%  with  a 
revenue  increase  of  10.4%.  Based  upon  this  review,  the 
Board  approved  a 1988  budget  reflecting  $4,382,514 
in  revenue  and  $4,981,812  for  expenses.  Recognizing 
this  deficit  and  projected  future  deficits,  the  Board  also 
approved  submitting  a resolution  to  the  House  of 
Delegates  recommending  a $78.00  per  year  dues 
increase  starting  in  1989  with  no  further  increases  to 
be  considered  until  1991. 

POSITIONS  ON  HIV  ANTIBODY  TESTING 

The  Board  adopted  the  following  position  state- 
ments on  HIV  antibody  testing: 

I HIV  Antibody  Testing  for  Marriage  License  Appli- 
cants 

ISMS  recognizes  that  HIV  antibody  testing  of  appli- 
cants for  marriage  licenses  may  have  a limited  value  as  a 
means  of  preventing  and  controlling  HIV  infection. 
However,  physicians  must,  by  law,  counsel  marriage 
license  applicants,  especially  those  who  participate  in 
high-risk  behavior,  regarding  AIDS,  ARC  and  the 
transmission  of  HIV. 

ISMS  supports  the  distribution  of  informational 
material  on  AIDS,  ARC  and  HIV  infection  to  physi- 
cians and  to  couples  applying  for  a marriage  license 
and  encourages  the  Illinois  Department  of  Public 
Health  to  make  such  materials  available. 

Continued  on  page  282 
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Penetration  plus  Duration* 

Superior  tissue  penetration  and  duration  of  action 


DURICEF 

(CEFADROXIL) 


the  oral  cephalosporin  with 
once-  or  twice-a-day  dosing 


*May  not  correlate  with  clinical  results. 


1 988  Bristol-Myers  U.S,  Pharmaceutical  and  Nutritional  Group 
•Evansville,  Indiana  47721  U.SA  J-V23 


For  Brief  Summary,  please  see  following  page. 


DURICEF^  (CEFADROXIL) 

Penetration  plus  Duration 
in  Oral  Cephalosporin  Therapy 

INDICATIONS:  DURICEF  (cefadroxil)  Is  indicated  for  the  treatment 
of  the  following  infections  when  caused  by  susceptible  strains  of 
the  designated  microorganisms:  Urinary  tract  infections  caused 
by  E coll.  P mirabilis.  and  Klebsiella  species.  Skin  and  skin  struc- 
ture infections  caused  by  staphylococci  and/or  streptococci. 
Pharyngitis  and  tonsillitis  caused  by  Group  A beta-hemolytic  strep- 
tococci (Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  DURICEF  is  generally  effective  in  the  eradication 
of  streptococci  from  the  nasopharynx:  however,  substantial  data 
establishing  the  efficacy  of  DURICEF  in  the  subseguent  prevention 
of  rheumatic  fever  are  not  available  at  present.) 

/Vote-Culture  and  susceptibility  tests  should  be  initiated  prior  to 
and  during  therapy.  Renal  function  studies  should  be  performed 
when  indicated 

CONTRAINDICATIONS:  DURICEF  is  contraindicated  in  patients  with 
known  allergy  to  the  cephalosporin  group  of  antibiotics 
WARNING:  IN  PENICILLIN-ALLERGIC  PATIENTS,  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  USED  WITH  GREAT  CAUTION 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  PENICILLINS  AND  CEPHALO- 
SPORINS, AND  THERE  ARE  INSTANCES  OF  PATIENTS  WHO  HAVE 
HAD  REACTIONS  TO  BOTH  DRUGS  (INCLUDING  FATAL 
ANAPHYLAXIS  AFTER  PARENTERAL  USE). 

Any  patient  who  has  demonstrated  a history  of  some  form  of 
allergy,  particularly  to  drugs,  should  receive  antibiotics  cautiously 
and  then  only  when  absolutely  necessary.  No  exception  should  be 
made  with  regard  to  DURICEF  (cefadroxil).  Pseudomembranous 
colitis  has  been  reported  with  the  use  of  cephalosporins  (and 
other  broad  spectrum  antibiotics):  therefore,  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in  associ- 
ation with  antibiotic  use.  Treatment  with  broad  spectrum  anti- 
biotics alters  normal  flora  of  the  colon  and  may  permit  overgrowth 
of  Clostridia  Studies  indicate  a toxin  produced  by  Clostridium 
difficile  is  one  primary  cause  of  antibiotic-associated  colitis. 
Cholestyramine  and  colestipol  resins  have  been  shown  to  bind  the 
toxin  in  vitro  Mild  cases  of  colitis  may  respond  to  drug  dis- 
continuance alone.  Moderate  to  severe  cases  should  be  managed 
with  fluid,  electrolyte  and  protein  supplementation  as  indicated. 
When  the  colitis  is  not  relieved  by  drug  discontinuance  or  when 
It  is  severe,  oral  vancomycin  is  the  treatment  of  choice  for  antibiotic- 
associated  pseudomembranous  colitis  produced  by  C difficile 
Other  causes  of  colitis  should  also  be  considered, 

PRECAUTIONS:  Patients  should  be  followed  carefully  so  that  any 
side-effects  or  unusual  manifestations  of  drug  idiosyncrasy  may 
be  detected.  It  a hypersensitivity  reaction  occurs,  the  drug  should 
be  discontinued  and  the  patient  treated  with  the  usual  agents  (e  g , 
epinephrine  or  other  pressor  amines,  antihistamines,  or  cortico- 
steroids). 

DURICEF  (cefadroxil)  should  be  used  with  caution  in  the  presence 
of  markedly  impaired  renal  function  (creatinine  clearance  rate  of 
less  than  50  ml/min/1  73M^),  (See  Dosage  and  Administration 
section  of  Prescribing  Information.)  In  patients  with  known  or 
suspected  renal  impairment,  careful  clinical  observation  and  ap- 
propriate laboratory  studies  should  be  made  prior  to  and  during 
therapy. 

Prolonged  use  of  DURICEF  may  result  in  the  overgrowth  of  non- 
susceptible  organisms.  Careful  observation  of  the  patient  is 
essential.  If  superinfection  occurs  during  therapy,  appropriate  mea- 
sures should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during  treatment 
with  the  cephalosporin  antibiotics.  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when  antiglobulin  tests  are 
performed  on  the  minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics  before 
parturition,  it  should  be  recognized  that  a positive  Coombs  test 
may  be  due  to  the  drug  DURICEF  should  be  prescribed  with 
caution  in  individuals  with  a history  of  gastrointestinal  disease 
particularly  colitis. 

Usage  in  Pregnancy:  Pregnancy  Category  B Reproduction  studies 
have  been  performed  in  mice  and  rats  at  doses  up  to  11  times 
the  human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  cefadroxil.  There  are,  however,  no 
adeguate  and  well  controlled  studies  in  pregnant  women  Because 
animal  reproduction  studies  are  not  always  predictive  of  human 
response,  this  drug  should  be  used  during  pregnancy  only  if 
clearly  needed. 

Nursing  Mothers:  Caution  should  be  exercised  when  cefadroxil  is 
administered  to  a nursing  mother, 

ADVERSE  REACTIONS:  Gastrointestinal— Sympiom  of  pseudo- 
membranous colitis  can  appear  during  antibiotic  treatment.  Nausea 
and  vomiting  have  been  reported  rarely. 

Hypersensitivity- MlerqKS  (in  the  form  of  rash,  urticaria,  and 
angioedema)  have  been  observed.  These  reactions  usually  sub- 
sided upon  discontinuation  of  the  drug. 

Other  reactions  have  included  genital  pruritus,  genital  moniliasis, 
vaginitis,  and  moderate  transient  neutropenia. 

Before  prescribing  or  administering,  see  package  insert 
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Bristol-Myers  U S,  Pharmaceutical  and  Nutritional  Group 
E/ansville,  Indiana  47721  USA 


PHYSICIAN  RECRUITMENT 
PROGRAM 


In  an  effort  to  reduce  the  number  of  towns  in  Illinois  needing  physicians, 
the  Physician  Recruitment  Program  and  the  Doctor’s  Job  Fair  are  publishing 
synopses  in  Journal. 

Physicians  who  are  seeking  a place  to  practice  or  who  know  of  any 
out-of-state  physicians  seeking  an  Illinois  residence  are  asked  to  notify  the 
program. 

Any  areas  wishing  to  be  listed  should  contact:  Physician  Recruitment 
Program,  ISMS,  Twenty  North  Michigan  Avenue,  Suite  700,  Chicago  Illinoi 
60602.  ® 


ALTON: 

Population  in  St.  Louis  metro  area 
is  over  2 million.  Located  25  miles 
from  downtown  St.  Louis.  Four 
community  hospitals  available  for 
staff  privileges.  Opportunities  for 
internal  medicine,  cardiology,  neu- 
rology, gastroenterology,  pediat- 
rics, oncology,  and  anesthesiology. 
Fully  equipped  offices  available. 
Scheduled  hours,  free  rent,  staff 
salary  support,  marketing  assis- 
tance, partnership  shares  are  avail- 
able and  attractive  income  support 
arrangements.  Contact  Jan  C.  Vest, 
Administrator,  Doctors  Clinic,  Al- 
ton, Illinois  (618)  474-8000  or  800- 
325-3571.  (6) 

CRYSTAL  LAKE; 

Population  20,000.  Three  board 
certified  family  practitioners,  losing 
an  associate  July,  1988.  Service 
area — 35,000.  Community  offers 
fine  opportunity  for  fulfilling  medi- 
cal practitioner,  numerous  cultural, 
recreational  facilities,  good  family 
life.  Contact:  John  Wall,  280  Vir- 
ginia, Crystal  Lake,  60014  (815) 
459-2678  (6) 

FREEPORT: 

Four  busy  board  certified  FPs  seek- 
ing board  certified  FP.  Pleasant 
town  of  30,000.  100  miles  from 
Chicago.  Contact;  Family  Medical 
Associates,  1815  W Church  St., 
Freeport  61032;  (815)  235-3165.(1) 


MACOMB: 

Chief  of  staff.  Western  Illinois  Uni 
versity  is  accepting  applications  foi 
medical  chief  of  staff  at  its  Healtl 
Center.  This  is  a 1 2 month  positior 
in  a multi-faceted  outpatient  clink 
serving  11,000  students.  Starting 
date  July  1,  1988.  Salary  competi- 
tive and  commensurate  with  experi- 
ence. Excellent  fringe  benefits,  mal- 
practice paid.  A letter  of  applica- 
tion along  with  a curriculum  vitae 
and  three  references  should  be  for- 
warded to:  Mr.  Earl  Bracey,  Chair- 
man, Search  Committee  for  Medi- 
cal Chief  of  Staff,  315  Sherman 
Hall,  W.I.U.,  Macomb,  IL  61455. 
Ethnic  minorities,  women  and 
handicapped  persons  are  encour- 
aged to  apply.  (6) 


ROBINSON: 

OB/GYN:  BC/BE  needed  in  family 
oriented  community  with  a drawing 
area  of  25,000.  Progressive  JCAH 
approved  107  bed  hospital.  Excel- 
lent medical  staff.  Highly  competi- 
tive compensation  package  includ- 
ing income,  office  space,  personnel, 
etc.  Excellent  opportunity  for  GYN 
Surgery.  Hospital  located  in  South- 
ern Illinois  near  large  referral  cen- 
ters, shopping  centers.  Contact;  M. 
Jean  Chambless,  Administrator, 
Crawford  Memorial  Hospital,  Rob- 
inson, Illinois  62454  (6) 
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VIethyltestosterone  U.S.P  Tablets 


Android/f 

Fluoxymesterone  U.S.P  Tablets,  10  mg. 


REFER TD 


PDR 


For  Full  Prescribing 
Information, 
Please  See  PDR. 


brown  pharmaceutical  company,  INC.  3300  Hyland  Avenue,  Costa  Mesa,  CA  92626 


MEDICA 

SECTION 


STUDENT 
IN  ACTION 


Strengthening  the 
Student  Section 


By  Roderick  L.  Matticks,  Delegate,  SIU  School  oe  Medicine 
AND  Donna  M.  Weber,  Secretary,  ISMS-MSS  Governing 
Council 


Recently  we  officially  established  a 
medical  student  section  at  Southern 
Illinois  University  School  of  Medi- 
cine in  Springfield.  This  idea  was 
born  out  of  discussions  last  spring 
which  were  aimed  at  strengthening 
our  local,  state,  and  national  activi- 
ties. We  felt  that  the  problems  we 
were  experiencing  in  organization 
and  adequate  representation  were 
multifaceted.  Geography  repre- 
sented one  major  obstacle.  Our 
downstate  location  has  hindered 
our  contribution  to  the  state  level. 
The  split  location  of  the  cam- 
puses— Carbondale  for  the  first 
year,  and  Springfield  for  the  past 
three — has  been  a significant  obsta- 
cle to  recruitment,  participation, 
representation,  and  continuity  of 
membership  services.  Having  only 
one  delegate  and  alternate  delegate 
to  represent  and  coordinate  activi- 
ties which  virtually  spanned  the 
entire  state  was  another  major 
obstacle.  Fortunately  we  have  had 
at  least  two  more  students  repre- 
senting our  needs  by  serving  as 
members  on  various  ISMS  councils 
and  committees.  We  feel  we  have 
embarked  on  an  adventure  which 
will  greatly  improve  our  member- 
ship, representation,  and  contribu- 
tion to  the  local,  state,  and  national 
organizations. 


Here  at  SIU  we  have  been  fortu- 
nate to  be  allowed  student  repre- 
sentation on  the  Board  of  Directors 
of  the  Sangamon  County  Medical 
Society.  In  the  past  two  years  we 
have  had  the  opportunity  to  fill 
those  posts.  The  concept  of  estab- 
lishing the  Sangamon  County  Medi- 
cal Society  Medical  Student  Section 
(SCMS-MSS)  was  presented  to  the 
Board  of  Directors  at  the  Septem- 
ber, 1987  meeting.  The  goals  were 
to  achieve  a concerted  organization 
of  student  members,  to  provide  an 
avenue  for  better  representation  of 
student  needs  and  concerns,  to  bet- 
ter maintain  recruitment  and  assure 
continuity  of  membership  services 
and  benefits,  and  to  increase  stu- 
dent interest,  awareness,  and  partic- 
ipation in  the  activities  of  the  coun- 
ty, state,  and  national  organiza- 
tions. The  concept  was  met  with 
generous  support  and  approval.  By 
November  the  Constitution  of  the 
SCMS-MSS  was  presented  to  the 
Board  of  Directors.  In  December,  it 
received  approval  and  the  MSS  was 
allowed  to  set  sail.  The  concept  of 
the  SCMS-MSS  met  with  over- 
whelming approval  of  the  student 
body  as  well.  Many  have  expressed 
interest  and  support. 

The  SCMS-MSS  Governing 
Council  is  made  up  of  two  elected 


representatives  from  each  class,  and 
the  state-elected  delegate  and  alter- 
nate delegate.  Committee  represen- 
tatives and  invited  individuals  also 
attend  meetings.  The  Governing 
Council  chairman,  vice-chair,  and 
secretary  are  elected  from  within 
the  class  representatives.  Our  first 
Governing  Council  meeting  was 
held  February  5th.  The  Constitu- 
tion was  ratified,  goals  were  delin- 
eated, and  resolutions  for  the 
upcoming  ISMS  and  AMA  meetings 
were  discussed.  Business  of  the 
SCMS-MSS  is  similar  to  the  state 
and  national  MSS  councils  and 
assemblies. 

We  are  excited  about  the  estab- 
lishment of  the  SCMS-MSS.  The 
support  from  the  student  members  . 
and  the  SCMS  has  been  outstand- 
ing. We  would  like  to  encourage 
other  medical  students  to  pursue 
similar  activities. 

The  AMA-MSS  Technology  Man- 
ual is  an  excellent  source  for  infor- 
mation. We  would  be  happy  to  pro- 
vide more  information  or  meet  with 
anyone  interested  and  may  be  con- 
tacted either  through  the  ISMS  Chi- 
cago office  or  through  Sangamon 
County  Medical  Society,  611  N. 
Sixth,  Springfield,  Illinois,  62702.^ 
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A better  alternative 
for  hypertensives  who 
are  going  bananas... 


5pare  your  patients  the  extra  cost 
in  calories,  sodium  and  dollars. 

k 5pare  your  patients  the  rigors  of 
m dietary  h+ supplementation. 


25  mg  hydrochlorothiazide/50  mg  Triamterene/5hF 

Effective  antihypertensive* 
therapy...without 
bananas 

^DYA2ID£'A5WF^ITTEt1. 


* mt  tor  initial  therapy.  See  Uriel  summary. 

without  a history  of  allergy  or  bronchial  asthma.  Possible 
exacerbation  or  activation  o f systemic  lupus  erythematosus  has 
been  reported  with  thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide 
component  of  Dyazide'  is  about  50%  of  the  bioavailability  of  the 
single  entity.  Theoretically,  a patient  transferred  from  the  single  - 
entities  of  triamterene  and  hydrochlorothiazide  may  show  an 
increase  in  blood  pressure  or  fluid  retention.  Similarly,  it  is  also 
possible  that  the  lesser  hydrochlorothiazide  bioavailability  could 
lead  to  increased  serum  potassium  levels.  However,  extensive 
clinical  experience  with  'Dyazide ' suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice.  Angio- 
tensin-converting enzyme  (ACE}  inhibitors  can  elevate  serum 
potassium:  use  with  cautiob  with  'Dyazide Do  periodic  serum 
electrolyte  determinab'ons  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral  fluids,  and  during 
concurrent  use  with  amphotericin  B or  corticosteroids  or 
corticotropinlACTHl).  Periodic  BUN  and  serum  creatinine 
determinations  should  be  made,  especially  in  the  elderly,  diabetics 
or  those  with  suspected  or  confirmed  renal  insufficiency. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with 
impaired  renal  function.  Thiazides  should  be  used  with  caution  in 
patients  with  impaired  hepatic  function.  They  can  precipitate  coma 
in  patients  with  severe  liver  disease.  Observe  regularly  for  possible 
blood  dyscrasias,  liver  damage,  other  idiosyncratic  reactions. 
Blood  dyscrasias  have  been  reported  in  patients  receiving 
triamterene,  and  leukopenia,  thrombocytopenia,  agranulocytosis, 
and  aplastic  and  hemolytic  anemia  have  been  reported  with 
thiazides.  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus.  The  effects  of  oral  anticoagulants  may  be  decreased 
when  used  concurrently  with  hydrochlorothiazide:  dosage 
adjustments  may  be  necessary.  Clinically  insigniticant  reductions 
in  arteri^  responsiveness  to  norepinephrine  have  been  reported. 
Thiazides  have  also  been  shown  to  increase  the  paralyzing  effect 
of  nondepolarizing  muscle  relaxants  such  as  tubocurarine. 
Triamterene  is  a weak  lolic  acid  antagonist.  Do  periodic  blood 
studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  effects- 
may  be  enhanced  in  post-sympathectomy  patients.  Use  cau- 
tiously in  surgical  patients.  Triamterene  has  been  found  in  renal 
stones  in  association  with  the  other  usual  calculus  components. 
Therefore.  'Dyazide ' should  be  used  with  caution  in  patients  with 
histones  ol  stone  lormation.  A few  occurrences  ol  acute  renal 
failure  have  been  reported  in  patients  on  ’Dyazide'  when  treated 
with  indomethacin.  Therefore,  caution  is  advised  in  administering 
nonsteroidal  anti-inflammatory  agents  with  Dyazide:  The 


following  may  occur:  transient  elevated  BUN  or  creatinine  or  both, 
hyperglycemia  and  glycosuria  ( diabetic  insulin  reguirements  may  . 
be  altered),  hyperuricemia  and  gout,  digitalis  intoxication  (in 
hypokalemia),  decreasing  alkali  reserve  with  possible  metabolic 
acidosis.  Dyazide ' interferes  with  Ituorescent  measurement  of 
guinidine.  Hypokalemia  is  uncommon  with  'Dyazide'.  but  should  it 
develop,  corrective  measures  should  be  taken  such  as  potassium 
supplementation  or  increased  dietary  intake  of  potassium-rich 
foods.  Corrective  measures  should  be  instituted  cautiously  and 
serum  potassium  levels  determined.  Discontinue  corrective 
measures  and  'Dyazide ' should  laboratory  values  reveal  elevated 
serum  potassium.  Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia.  Concurrent  use  with  chlorpropamide  may  increase 
the  risk  of  severe  hyponatremia.  Serum  FBI  levels  may  decrease 
without  signs  of  thyroid  disturbance.  Calcium  excretion  is 
decreased  by  thiazides.  Dyazide'  should  be  withdrawn  before 
conducting  tests  for  parathyroid  function.  Thiazides  may  add  to  or 
potentiate  the  action  of  other  antihypertensive  drugs.  Diuretics 
reduce  renal  clearance  of  lithium  and  increase  the  risk  of  lithium 
toxicity. 

Adverse  Heaclions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth;  anaphylaxis,  rash,  urticaria,  photosensi- 
tivity, purpura,  other  dermatological  conditions:  nausea  and 
vomiting,  diarrhea,  constipation,  other  gastrointestinal  distur- 
bances: postural  hypotension  (may  be  aggravated  by  alcohol, 
barbiturates,  or  narcotics).  Necrotizing  vasculitis,  paresthesas. 
icterus,  pancreatitis,  xanthopsia  and  respiratory  distress  including 
pneumonitis  and  pulmonary  edema,  transient  blurred  visbn, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone. 
Triamterene  has  been  found  in  renal  stones  in  association  with 
other  usual  calculus  components.  Rare  incidents  of  acute 
interstitial  nephritis  have  been  reported.  Impotence  has  been 
reported  in  a few  patients  on  'Dyazide although  a causal 
relationship  has  not  been  established. 

Supplied:  ‘ Dyazide  is  supplied  as  a red  and  while  capsule.  In 
bottles  of  1000  capsules:  Single  Unit  Packages  (unit-dose)  ol 
100  (intended  lor  inslilutioaal  use  only);  in  Patient-Pak™  unit- 
of-use  bottles  of  100. 

BRS-DZ:L4S 


Before  prescribing,  see  complete 
prescribing  information  in 
SKiP  CO.  literature  or  POR. 
The  following  is  a brief  summary. 


WARNING 

This  drug  is  not  indicated  lor  initial  therapy  of  edema  or 
hypertension.  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual.  If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more  convenient  in 
patient  management  Treatment  of  hypertension  and  edema 
is  not  static,  but  must  be  reevaluated  as  conditions  in  each 
patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium- 
sparing  agents  such  as  spironolactone  oramiioride.  Further  use 
lifi  anuria,  progressive  renal  or  hepatic  dyslunction.  hyperkalemia. 
\Pre-existing  elevated  serum  potassium.  Hypersensitivity  to  either 
’component  or  other  sulfonamide-derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or 
otherwise,  unless  hypokalemia  develops  or  dietary  intake  ol 
potassium  is  markedly  impaired.  If  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used.  Hyperkalemia  can 
occur,  and  has  been  associated  with  cardiac  irregularities.  It  is 
more  likely  in  the  severely  ill.  with  urine  volume  less  than  one  liter/ 
day  the  elderly  and  diabetics  with  suspected  or  confirmed  renal . 
insutficiency.  Periodically,  serum  K*  levels  should  be  determined. 

If  hyperkalemia  develops,  substitute  a thiazide' alone,  restrict  K" 
intake.  Associated  widened  QRS  complex  or  arrhythmia 
requires  prompt  additional  therapy.  Thiazides  cross  the  placental 
barrier  and  appear  in  cord  blood.  Use  in  pregnancy  requires 
.veighing  anticipated  benefits  against  possible  hazards,  including 
fetal  orneonatal  jaundice,  thrombocytopenia,  other  adverse 
reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  It  their  use  is  essential,  the  patient  should 
stop  nursing.  Adequate  information  on  use  in  children  is  not 
available.  Sensitivity  reactions  may  occur  in  patients  with  or 
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THE  INFORMED  PHYSICIAN 

The  informed  physician  knows  what  questions  to  ask,  what  issues  to  resolve  and  when  to  consult  ai 

ATTORNEY,  ACCOUNTANT  OR  ACTUARY  WHEN  CONSIDERING  CONTRACTING  WITH  ALTERNATIVE  DELIVERY  SYSTEMS 

The  isms  Office  of  Contractual  Services  presents  The  Informed  Physician"  as  an  educationai 

TOOL  designed  TO  ILLUSTRATE,  THROUGH  REAL-LIFE  SITUATIONS,  THE  SIGNIFICANT  LEGAL  AND  ECONOMIC  ISSUE: 
WHICH  FREQUENTLY  ACCOMPANY  CONTRACTS  FOR  THE  DELIVERY  OF  HEALTH  CARE,  AND  TO  ALERT  PHYSICIANS  01 
WAYS  IN  WHICH  CONTRACTS  MAY  AFFECT  THE  PRACTICE  OF  MEDICINE. 


The  Obvious,  the  Obscure,  the  Hidden 

Three  Risks 

ByJudee  Gaelagher,  J.D. /Chicago 


The  morning  mail  brings  a memora- 
ble letter  from  the  ABC  HMO. 
According  to  the  HMO,  you  “have 
difficulty  fulfilling  the  role  of  medi- 
cal manager”  and  will  receive  only 
50%  of  your  capitation  payments; 
the  other  half  will  be  withheld. 
Quite  a reduction  from  the  80% 
you  had  been  receiving.  Several 
questions  race  through  your  mind. 
What  went  wrong?  What  specific 
“difficulty”  are  they  referring  to? 
Can  they  really  do  this?  How  can  I 
provide  the  physician  covered  ser- 
vices with  only  half  of  my  HMO 
income  at  my  disposal?  There  must 
be  some  mistake. 

But  there  isn’t.  Some  HMOs 
place  primary  care  physicians  at  risk 
for  financial  penalties  beyond  the 
percentage  of  payment  withheld  as 
stated  in  the  contract.  The  mecha- 
nism used  in  this  scenario,  and 
appearing  in  HMO  and  IPA  con- 
tracts with  greater  frequency,  is  to 
increase  the  percentage  of  payment 
withheld  based  on  the  utilization 
performance  of  the  individual  phy- 
sician. 


An  examination  of  the  kind  of 
contract  which  placed  the  physician 
in  this  predicament  may  be  helpful. 
Three  areas  of  financial  risk  exist  in 
our  example  contract.  One  is  clear- 
ly discernible;  one  is  obscure;  the 
third  is  hidden.  In  reading  the  con- 
tract you  could  easily  overlook  it. 

A common  and  clearly  visible 
financial  risk  often  looks  like  this; 

Physician  accepts  sole  financial 
responsibility  for  the  provision  of 
services  listed  in  Exhibit  A and 
Physician  agrees  to  accept  the 
capitation  payments,  as  stated  in 
Exhibit  B,  as  full  payment  for 
such  services. 

The  capitation  payment  is  com- 
puted by  multiplying  the  number  of 
members  assigned  to  you  (with  no 
minimum  number  guaranteed)  by 
the  capitation  rate  set  by  the  HMO. 
You  receive  a fixed  amount  each 
month  for  each  member,  regardless 
of  the  care  received  by  the  member. 
In  other  words,  the  actual  physician 
services  utilized  by  a member  does 
not  increase  or  decrease  the  capita- 


tion rate.  Generally  speaking,  all 
capitation  systems  contain  this 
clearly  visible  risk.  In  a nutshell:  will 
the  capitation  payments  you  receive 
be  sufficient  to  pay  for  the  services 
you  are  financially  liable  for  provid- 
ing? 

Of  course,  even  obvious  risks  can 
be  minimized.  Does  the  contract 
specifically  list  the  services  you  are 
financially  responsible  for  provid- 
ing? Does  the  contract  prohibit  the 
HMO  from  adding  services  without 
a corresponding  increase  in  the 
capitation  rate?  If  not,  what  some 
may  call  a “manageable  risk”  others 
might  characterize  as  “a  shot  in  the 
dark”.  (See  The  Informed  Physi- 
cian, “What  Are  Your  Odds;  Evalu- 
ating Capitation  Payments,”  IMJ, 
Oct.  and  Nov.  1987). 

A second  risk  commonly  encoun- 
tered is  the  withholding  of  a portion 
(in  our  example  20%)  of  the  capita- 
tion payment  owed  you.  The  with- 
held amount  is  placed  in  a risk- 
sharing pool.  It’s  no  surprise  under 
this  arrangement  that  you  will  only 
have  80%  of  the  capitation  at  your 
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CONTRACT 

REVIEWS 


HMO 

PPO 

IPA 


Before 

you 

sign, 

negotiate 

Before 

you 

negotiate, 

review 


2 ISMS  Office  of  Contractual  Services  reviews  HMO,  PPO  and  IPA  contracts 
members.  The  cost  is  $100  per  review. 

/iews  do  not  constitute  legal  advice.  They  provide  a working  document  which 
blights  key  issues,  such  as  malpractice  coverage,  reimbursement  concerns 
i practice  limitations. 

• further  information  contact; 

vis  Office  of  Contractual  Services 
/enty  North  Michigan  Ave.,  Suite  #700 
vicago,  Illinois  60602 

.2)  782'1654  or  (800)  782'ISMS 


disposal  to  pay  for  100%  of  the 
primary  care  physician  covered  ser- 
vices. Whether  you  receive  the  20% 
back  at  the  year-end  is  dependent, 
in  our  example,  on  the  extent  that 
members  assigned  to  you  utilize 
referral  and  institutional  providers. 
The  HMO  allocates  an  amount  that 
it  believes  is  sufficient  to  cover 
referral  and  inpatient  services  for 
each  member  assigned  to  you.  The 
amount  is  frequently  called  your 
“target”  utilization  allocation.  The 
actual  referral  and  inpatient  ser- 
vices used  by  your  patient  are 
charged  against  the  target  alloca- 
tion on  an  ongoing  basis.  If  the 
HMO  determines  at  year-end  that 
your  actual  costs  for  referral  and 
institutional  care  exceed  the  target, 
there  is  a deficit.  In  our  contract  a 
deficit  of  $1.00  or  $10,000  in  your 
target  allocation  causes  the  auto- 
matic loss  of  your  entire  20%  with- 
held. This  is  the  case,  even  if  the 
aggregate  target  allocation  (the 
total  allocation  for  the  utilization  of 
referral  and  inpatient  seiwices  by  all 
primary  care  physicians  in  your  net- 
work) shows  a surplus. 

Although  the  20%  withhold,  rela- 
tively speaking,  is  stated  in  under- 
standable language,  the  risk  sharing 
provisions  may  be  “obscure”  or 
misleading.  The  scope  of  the  risk 
sharing  itself  may  be  an  illusion.  For 
example:  If  the  aggregate  utiliza- 
tion experience  creates  a surplus 
and  an  individual  physician’s  deficit 
is  less  than  the  20%  withheld,  why  is 
the  physician  excluded  both  from 
receiving  a portion  of  the  withheld 
back  and  sharing  in  the  surplus? 

Let’s  return  to  your  morning 
mail.  Why  can  the  HMO  increase 
your  withhold  to  50%?  When  you 
signed  the  contract  you  accepted  a 
“hidden”  risk  which  may  look  like 
this: 


Physician  and  HMO  agree  that 
HMO  may  increase  the  percent- 
age of  the  Physician’s  withhold 
amount  as  the  financial  needs  of 
the  HMO  dictate. 

Maybe  you  passed  right  over  this 
sentence  without  a second  thought. 
After  all,  isn’t  it  in  your  best  interests 
if  the  HMO  is  financially  successful? 
Maybe  you  thought  that  the  increase 
would  apply  across  the  board  equally 
to  all  the  physicians  in  the  network 
and  would  be  minimal.  Perhaps  you 
reasoned  that  the  increase  would 
only  be  used  as  a last  resort  to  keep 
the  HMO  afloat  after  an  unexpected 
crises.  But  since  none  of  these  qual- 
ifications were  written  into  the  con- 
tract, you  arguably  gave  the  HMO 
“carte  blanche.”  The  HMO  deter- 
mines what  “financial  needs”  may 
trigger  the  increase  in  the  withhold 
amount.  Further,  the  contract  con- 
tains no  restriction  on  the  amount  of 
the  increase  or  how  it  is  applied. 

In  our  example,  the  HMO 
increased  the  withhold  to  50% 
because  the  primary  care  physi- 
cian’s costs  for  referral  and  hospi- 
talization exceeded  the  HMO’s  tar- 
get. Perhaps  recurrent  heart  at- 
tacks, hospitalization  to  give  birth, 
and  an  appendicitis  accounted  for 
the  inpatient  care  utilized.  Assume 
the  HMO  agreed  that  all  care  ren- 
dered was  “medically  necessary” 
and  the  physician  adhered  to  the 
utilization  review  procedures,  but 
the  physician’s  cost  for  referral  and 
hospitalization  still  exceeded  the 
target.  What  is  the  purpose  of  the 
risk  sharing  pool  if  not  to  absorb 
this  deficit? 

An  increase  in  the  percentage  of 
capitation  withheld  is  one  way 
HMOs  penalize  physicians  for  defi- 
cits beyond  the  withhold  amount. 
There  are  other  ways.  Because 


you’re  an  informed  physician  who 
recognizes  the  complex  issues 
involved  in  contracts  for  the  deliv- 
ery of  medical  care,  your  first  step  is 
to  send  the  contract  offered  you  or 
your  IPA  to  the  ISMS  Office  of 
Contractual  Services.  As  a members 
only  service,  the  office  provides 
objective  comments  on  any  HMO, 
PPO  or  IPA  contract  for  the  nomi- 
nal fee  of  $100.  Contract  reviews 
highlight  “standard  of  care,”  com- 
pensation and  insurance  issues,  and 
pinpoint  ambiguous  language  and 
inconsistent  or  contradictory  provi- 
sions. 

The  review  is  a basic  tool  to  help 
understand  the  contract.  It’s  a good 
first  step,  but  never  a substitute  for  , 
a careful  reading  of  the  contract  i 
itself.  It’s  not  legal  advice  and  the  ! 
office  cannot  recommend  that  any  i 
contract  is  good  or  bad  and  should  j 
or  shouldn’t  be  signed.  Each  physi- 
cian (or  physician’s  corporation  or 
partnership)  must  make  that  deci- 
sion. The  informed  physician’s  per- 
sonal attorney  and  accountant  must 
be  consulted  before  decisions  are 
made. 

Your  attorney  has  undoubtedly 
explained  that  when  you  are  consid- 
ering an  Individual  Participation 
Agreement  with  an  HMO,  PPO  or 
IPA  you  may  not  band  together 
with  other  physicians  to  negotiate 
the  contract  collectively,  because 
that  violates  antitrust  laws.  You  can, 
however,  individually  negotiate 
your  own  contract  by  yourself  or 
with  your  personal  attorney  or 
financial  advisor. 


Judee  Gallagher,  J.D.,  is  a Chicago  private 
practice  attorney  retained  by  the  ISMS 
Office  of  Contractual  Services  since  1985. 
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Here 
Today. 
Here 

Tomorrow. 

Today,  most  commercial 
professional  liability  insurers  have  abandoned  the 
Illinois  market.  But  there's  still  one  company  writing 
malpractice  coverage  up  to  $2  million  per  incident 
with  a $4  million  aggregate — the  Illinois  State  Medi- 
cal Inter-Insurance  Exchange. 


The  Exchange  is  the  only  malpractice 
insurer  in  Illinois  that  is  owned  and  oper- 
ated by  physicians.  As  such,  we  are 
totally  committed  to  meeting  the  insur- 
ance needs  of  our  policyholders.  And  we 
intend  to  be  there  as  long  as  they  need  us. 

Despite  the  recent  explosion  in  medical 
malpractice  litigation,  the  Exchange  re- 
mains in  good  shape  financially.  Much  of 
our  success  can  be  attributed  to  the 
willingness  of  the  company's  physician 
directors  to  make  tough  decisions — deci- 
sions like  the  switch  to  a "claims-made" 
policy  form...  the  setting  of  adequate  pre- 
mium levels... and  the  strengthening  of 
standards  for  renewing  coverage  and 
accepting  new  policyholders. 

In  the  continually  changing  liability  cli- 
mate, the  Exchange's  directors  will  con- 
tinue to  make  the  sound  business  deci- 
sions necessary  to  ensure  the  company's 
long-term  financial  stability.  But  as  physi- 
cians themselves,  they  also  will  be  mak- 
ing those  decisions  from  a policyholder's 
perspective.  And  that  will  translate  into 
the  best  possible  insurance  coverage 
available,  including... 

. . . aggressive  defense  of  frivolous  claims; 

...policyholder  participation  in  any  deci- 
sion to  settle  a claim  or  suit; 


...peer  review  of  an  adverse  underwrit- 
ing or  claim  decision; 

...help  for  policyholders  in  avoiding  the 
situations  that  can  lead  to  suits;  and 

...premium  rates  that  fairly  reflect  the 
risks  inherent  to  the  physician's  own 
practice. 

As  a company  owned  and  operated  by 
physicians,  the  Exchange  exists  solely  for 
the  benefit  of  its  policyholders.  Some 
9,000  physicians  in  Illinois  are  depending 
upon  us.  And  we  don't  intend  to  let  them 
down. 


ILLINOIS  STATE 
MEDICAL 


INTER- 

INSURANCE 

EXCHANGE 


Illinois  State 
Medical 
Inter-Insurance 
Exchange 
Twenty  North 
Michigan  Avenue 
Suite  700 
Chicago,  IL  60602 
(312)  782-2749 
(800)  782-ISMS 
(Toll-Free) 


HOUSESTAFF  NEWS 


Time  to  Change 
the  System 

By  Bruce  Doblin,  M.D.,  Northwestern  University 


Never  before  in  the  history  of  med- 
icine has  there  been  so  much  time 
and  energy  spent  reevaluating  med- 
ical residencies  as  in  the  last  two 
years.  Much  can  be  learned  about 
the  medical  establishment  in  review- 
ing the  way  in  which  this  debate 
reached  its  current  level  of  discus- 
sion and  how  it  is  being  resolved. 

For  those  who  have  missed  this 
brouhaha,  it  began  with  the  death 
of  Libby  Zion,  who  entered  New 
York  Hospital  in  March  of  1984 
with  fever  and  delirium.  She  died 
within  twelve  hours  of  her  admis- 
sion. While  the  cause  of  her  death  is 
still  uncertain,  the  ramihcations  of 
this  malpractice  case  will  be  far- 
reaching  for  the  way  in  which  they 
will  most  likely  reshape  the  current 
structure  of  postgraduate  medical 
training  across  the  nation.  The 
grand  jury  decision,  in  favor  of  Ms. 
Zion’s  parents,  attributed  her  death 
to  the  lack  of  adequate  supervision 
from  attending  physicians  and  the 
long  and  arduous  working  hours  of 
interns  and  residents. 

So,  where  did  this  uproar  over 
resident  work  hours  come  from? 
Did  it  come  from  New  York  Hospi- 
tal or  the  local  medical  school?  Did 
it  come  from  the  residents  at  New 
York  Hospital  or  the  attending  phy- 


sicians? No,  it  came  from  a segment 
of  the  television  show  “Sixty 
Minutes,”  which  found  this  to  be  an 
intriguing  story.  Seeing  a rerun  of 
this  show  was  my  hrst  exposure  to 
this  case. 

I am  midway  through  the  third 
and  final  year  of  my  residency  in 
internal  medicine.  As  a resident,  I 
have  experienced  some  of  the  most 
exhilarating  moments  of  my  life  and 
also  some  of  the  most  upsetting.  I 
have  never  understood,  though, 
how  the  medical  establishment 
could  allow  the  perpetuation  of 
such  an  antiquated  system  of  train- 
ing. Does  this  system  prepare  one  to 
deal  with  the  stress  of  practicing 
clinical  medicine  or  to  make  snap 
decisions  on  little  or  no  sleep?  Does 
it  enhance  physician/patient  rela- 
tionships and  serve  as  an  effective 
mode  of  teaching  medicine?  Does  it 
show  young  physicians  what  the 
practice  of  medicine  is  really  all 
about  and  convince  them  that  the 
joys  of  medicine  justify  the  sacri- 
fices they  have  made  personally  and 
financially?  Does  it  provide  them 
with  enough  time  to  develop  the 
other  interests  and  personal  rela- 
tionships that  they  will  need  to  lend 
some  sanity  to  their  existence?  It 
did  none  of  these  for  me.  But  it  did 


raise  serious  questions  in  my  mind 
about  an  educational  system  which 
could  and  should  be  providing 
guidance  and  a nurturing  educa- 
tional experience  for  its  youngest 
and  most  eager  members. 

Medicine  is  vastly  different  from 
the  way  it  was  practiced  fifty  years 
ago,  and  the  way  we  train  young 
physicians  must  be  also,  if  only  to 
more  adequately  prepare  them  to 
be  qualified  physicians.  The  job  of 
the  resident  today  is  much  more 
complex  than  ever  before.  The  cur- 
rent training  system  primarily 
serves  itself,  not  the  resident  in 
training. 

Now  that  the  issue  has  been 
unavoidably  raised,  I hope  that  the 
medical  establishment,  of  which  I 
will  soon  be  a part,  takes  heed  to  set 
its  house  in  order.  For,  if  it  does 
not,  very  soon  someone  else  may. 

Members  of  the  Resident  Physi- 
cians Section  of  the  Illinois  State 
Medical  Society  have  spent  a good 
deal  of  time  considering  this  issue. 
While  our  actions  will  not  alter  our 
experiences,  we  hope  that  we  can 
help  to  reshape  the  structure  of 
residencies  so  that  they  will  better 
serve  those  who  will  follow  us. 

During  our  eleventh  Interim 
Assembly  Meeting  held  in  Atlanta, 
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[Georgia  last  Deccinbt'r,  we  asked 
he  AMA  to  vigorously  support  a 
>eries  of  principles  regarding  rcsi- 
I dent  working  hours.  We  requested 
I ;hat  no  resident  be  asked  to  take 
ipall  more  frequently  than  every 
third  night  and  that  one  24-hour 
period  off  duty  out  of  every  seven 
days  be  allocated.  We  stressed  that 
residents  must  not  bear  the  hnan- 
|cial  responsibility  for  increased 
icosts  which  may  result  from  these 
I changes,  and  that  the  number  of 
i years  needed  to  complete  a residen- 
I cy  program  not  be  increased  until 
[these  changes  have  been  in  effect 
dong  enough  to  evaluate  their 
; impact  on  medical  education.  The 
i educational  mission  should  not  be 
[compromised,  we  stated,  by  a rou- 
itine  reliance  on  resident  physicians 
I to  fulfill  institutional  service  obliga- 
I tions  that  can  and  should  be  provid- 
ed by  ancillary  staff,  who  must  be 

I 

■ 


available  on  a 24-hour  basis,  includ- 
ing weekends  and  holidays.  We 
noted  that  adequate  backup  must 
be  available  if  sudden  or  unexpect- 
ed patient  care  needs  arise,  and 
residents  should  not  provide  unsu- 
pervised  medical  care  for  which 
they  have  not  achieved  competency. 
Finally,  we  asked  that  the  delivery  of 
highest  quality  medical  care  and  the 
attainment  of  educational  and 
training  objectives  be  of  paramount 
importance  to  the  institution, 
attending  physicians  and  physi- 
cians-in-training. 

It  is  my  hope  that  the  member- 
ship of  the  Illinois  State  Medical 
Society  will  approve  our  efforts  and 
support  them  wholeheartedly.  And 
I hope  that  this  support  will  come 
from  the  medical  establishment 
before  it  is  too  late.  In  response  to 
the  Zion  court  decision,  the  New 
York  Department  of  Health  con- 


vened a special  task  force  to  investi- 
gate the  schedules  and  supervision 
of  resident  physicians.  The  task 
force  recommended  a 1 2-hour  limit 
on  emergency  room  shifts,  a 1 6- 
hour  limit  on  shifts  outside  of  the 
emergency  room,  and  breaks  in 
work  of  no  less  than  eight  hours.  If 
adopted,  these  changes  would  have 
a devastating  effect  on  our  training. 
It  would  turn  residencies  into  shift 
work.  We  must  work  quickly  and  we 
must  work  together,  or  these 
changes  may  be  imposed  upon  us 
legislatively.  Please  join  us  in 
regaining  control  of  this  debate  by 
addressing,  not  avoiding,  the  diffi- 
cult choices  which  lie  ahead.  i 

This  article  represents  the  opinion  of  its 
author  only,  and  does  not  reflect  the 
opinions  or  policies  of  the  Illinois  State 
Medical  Society. 


Dx;  recurrent 


HeRpecin-L' 


herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DDS,  MN 

“HERPECIN-L*^.  . . a conservative  approach 
with  low  rIsk/hIgh  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-I proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  sampies  to  make 
your  own  clinical  evaluation,  write;  Campbell  Laboratories, 
Inc,,  P.O.  box  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Illinois  HERPECIN-L  is  available  at  all  Osco,  Revco, 
SupeRx  and  Walgreens  and  other  select  pharmacies. 


OBITUARIES 


**Allerton,  Perry,  Wayne,  died  January  4,  1988,  at  the 
age  of  90.  Dr.  Allerton  was  a 1921  graduate  of  the 
University  of  Nebraska  College  of  Medicine,  Omaha. 

Balasa,  Richard  W.,  Chicago,  died  October  21,  1987  at 
the  age  of  41.  Dr.  Balasa  was  a 1973  graduate  of  the  St. 
Louis  University  School  of  Medicine,  St.  Louis. 

*Chiang,  Long  S.,  Streator,  died  January  6,  1988,  at 
the  age  of  46.  Dr.  Chiang  was  a 1969  graduate  of  the 
Kaohsiung  (Takou)  Medical  College,  Kaohsiung,  For- 
mosa. 

‘‘Christie,  John  B.,  Champaign,  died  December  30, 

1987,  at  the  age  of  79.  Dr.  Christie  was  a 1934 
graduate  of  the  Northwestern  University  Medical 
School,  Chicago. 

“Dolan,  Larsandrew,  Park  Ridge,  died  January  10, 

1988,  at  the  age  of  77.  Dr.  Dolan  was  a 1936  graduate 
of  the  Northwestern  University  Medical  School,  Chica- 
go. 

Esterly,  John  R.,  Chicago,  died  September  25,  1987  at 
the  age  of  54.  Dr.  Esterly  was  a 1959  graduate  of  The 
Johns  Hopkins  University  School  of  Medicine,  Balti- 
more. 

‘Gebuhr,  Carl  A.,  Wilmette,  died  January  9,  1988  at 
the  age  of  74.  Dr.  Gebuhr  was  a 1941  graduate  of  Rush 
Medical  College,  Chicago. 

“Glenner,  Robert  J.,  Chicago,  died  January  11,  1988, 
at  the  age  of  78.  Dr.  Glenner  was  a 1932  graduate  of 
the  University  of  Illinois  College  of  Medicine,  Chica- 
go- 

“Hays,  Verne,  Canton,  died  August  23,  1987  at  the 
age  of  95.  Dr.  Hays  was  a 1916  graduate  of  the  St. 
Louis  University  School  of  Medicine,  St.  Louis. 

‘Head,  Jerome  R.,  Jr.,  Long  Grove,  died  January  20, 

1 988  at  the  age  of  62.  Dr.  Head  was  a 1 956  graduate  of 
Northwestern  University  Medical  School,  Chicago. 

“Horner,  Imre,  Beverly  Shores,  Indiana,  died  January 
31,  1988  at  the  age  of  86.  Dr.  Horner  was  a 1933 
graduate  of  Orvosi  Fakultas  Pecsi  Tudomanyegyetem, 
Pecs,  Hungary. 

‘Hwang,  Hyun  S.,  Rock  Island,  died  October  4,  1987 
at  the  age  of  45.  Dr.  Hwang  was  a 1967  graduate  of  the 
College  of  Medicine  Seoul  National  University,  Seoul, 
South  Korea. 

“Imbiorski,  Stanley  J.,  Chicago,  died  October  18, 
1987  at  the  age  of  88.  Dr.  Imbiorski  was  a 1924 
graduate  of  the  University  of  Illinois  College  of  Medi- 
cine, Chicago. 


‘Keller,  Franklin  L.,  Downers  Grove,  died  July  22 
1987  at  the  age  of  61.  Dr.  Keller  was  a 1952  gradual 
of  the  University  of  Maryland  School  of  Medicine 
Baltimore. 

‘Jacobsen,  Andrew  L.,  Downers  Grove,  died  July  31 
1987,  at  the  age  of  62.  Dr.  Jacobsen  was  a 195^ 
graduate  of  the  Facultad  de  Medicina  de  la  Universidac 
de  la  Habana,  La  Habana,  Cuba. 

‘Lawler,  Frank  C.,  Scottsdale,  Arizona  (formerly  ol 
Chicago),  died  December  26,  1987,  at  the  age  of  78, 
Dr.  Lawler  was  a 1940  graduate  of  the  University  ol 
Health  Sciences/Chicago  Medical  School,  Chicago. 

“Little,  John  W.  Jr.,  Washington,  D.C.,  died  February 
7,  1988  at  the  age  of  78.  Dr.  Little  was  a 1935  graduate 
of  the  Indiana  University  School  of  Medicine,  Indi- 
anapolis. 

‘Limaye,  Shreedhar  J.,  Downers  Grove,  died  Novem- 
ber 2,  1987  at  the  age  of  53.  Dr.  Shreedhar  was  a 1961 
graduate  of  Medical  College  Baroda  University,  Baro- 
da,  Gujarat,  India. 

Luisada,  Aldo  A.,  Chicago,  died  November  20,  1987  at 
the  age  of  86.  Dr.  Luisada  was  a 1925  graduate  of 
Facolta  di  Medicina  e Chirurgia,  Universita  dell’Fi- 
renze,  Firenze,  Italy. 

‘Mantz,  Harry  E.,  Mesa,  Arizona,  died  December  30, 

1987,  at  the  age  of  76.  Dr.  Mantz  was  a 1938  graduate 
of  the  Washington  University  School  of  Medicine,  St. 
Louis,  Missouri. 

“McQuiston,  William  O.,  Peoria,  died  September  24, 
1987  at  the  age  of  79.  Dr.  McQuiston  was  a 1934 
graduate  of  the  Indiana  University  School  of  Medicine, 
Indianapolis. 

Menachof,  Stanford  A.,  Franklin  Park,  died  Novem- 
ber 18,1 987  at  the  age  of  66.  Dr.  Menachof  was  a 1 946 
graduate  of  the  University  of  Health  Sciences/Chicago 
Medical  School,  Chicago. 

‘Midell,  Allen  I.,  Chicago,  died  January  3,  1988,  at  the 
age  of  53.  Dr.  Midell  was  a 1960  graduate  of  the 
Northwestern  University  Medical  School,  Chicago. 

‘Mizen,  Michael  R.  Sr.,  Chicago,  died  January  10, 

1988,  at  the  age  of  75.  Dr.  Mizen  was  a 1943  graduate 
of  Loyola  University  Stritch  School  of  Medicine,  May- 
wood. 

O'Brien,  George  F.,  Chicago,  died  January  1 1, 1988,  at 
the  age  of  9 1 . Dr.  O’Brien  was  a 1 926  graduate  of  Rush 
Medical  College,  Chicago. 
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**Robinson,  Stanley  E.,  Proplictstown,  died  February 
4,  1988  at  the  age  of  81.  Dr.  Robiii.soii  was  a 1986 
|, graduate  of  the  University  of  Illinois  College  of  Medi- 
icine,  Chicago. 

1 

pRuffolo,  Hercules,  Western  Springs,  died  August  30, 
'1987  at  the  age  of  89.  Dr.  Ruffolo  was  a 1923  graduate 
,of  the  University  of  Nebraska  College  of  Medicine, 
(Omaha. 


j*Runstrom,  Richard,  Berrien  Springs,  Michigan,  died 
January  20,  1988,  at  the  age  of  67.  Dr.  Runstrom  was  a 
11952  graduate  of  the  University  of  Wisconsin  Medical 
School,  Madison. 


|*Ryan,  Donald  W.,  Northbrook,  died  January  1,  1988, 
jat  the  age  of  56.  Dr.  Ryan  was  a 1962  graduate  of  the 
{University  of  Illinois  College  of  Medicine,  Chicago. 


Shaw,  Maurice  M.,  Chicago,  died  October  26,  1987  at 
|the  age  of  81.  Dr.  Shaw  was  a 1932  graduate  of  the 
SUniversity  of  Illinois  College  of  Medicine,  Chicago. 


*Silvest,  George  A.,  Dixon,  died  February  9,  1988  at 
the  age  of  51.  Dr.  Silvest  was  a 1962  graduate  of  the 
University  of  Illinois  College  of  Medicine,  Chicago. 


**Sofield,  Harold  A.,  Lombard,  died  December  31, 
1987,  at  the  age  of  87.  Dr.  Sofield  was  a 1929  graduate 
of  Northwestern  University  Medical  School,  Chicago. 

I**Stritar,  Joseph  E.,  Homewood,  died  January  19, 
1988,  at  the  age  of  85.  Dr.  Stritar  was  a 1937  graduate 
of  the  University  of  Chicago  Pritzker  School  of  Medi- 
cine, Chicago. 

Turns,  James,  E.,  Lebanon,  died  July  6,  1987  at  the 
age  of  59.  Dr.  Turns  was  a 1955  graduate  of  the 
University  of  Illinois  College  of  Medicine,  Chicago. 

Wagner,  Wendy  L.,  Chicago,  died  September  8,  1987 
at  the  age  of  42.  Dr.  Wagner  was  a 1974  graduate  of 
|the  University  of  Illinois  College  of  Medicine,  Chica- 
Igo. 

I 

•Waller,  George  H.,  Decatur,  died  February  13,  1988 
at  the  age  of  70.  Dr.  Waller  was  a 1941  graduate  of  the 
University  of  Illinois  College  of  Medicine,  Chicago. 

*Van  Atta,  Roger  A.,  Ottawa,  died  February  6,  1988 
liat  the  age  of  72.  Dr.  Van  Atta  was  a 1940  graduate  of 

I the  University  of  Illinois  College  of  Medicine,  Chica- 
go- 

•Ward,  C.  George,  Apple  River,  died  January  21, 
1988  at  the  age  of  73.  Dr.  Ward  was  a 1941  graduate  of 
the  New  York  University  School  of  Medicine,  New 
York. 
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YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohlmblne-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfla  Serpentina  (L)  Benth.  Yohimbine  is  an  Indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr,)  5 4 mg  of  Yohimbine 
Hydrochloride 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  ’>■  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.i  '2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. ’ 3 
Dosage  and  Administration:  Experimental  dosage  reported  In  treatment  of 
erectile  impotence.  T3, 4 i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea . dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vz  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.  3 
How  Supplied:  Oral  tablets  of  Yocon^  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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MEDICAL  NEWS 

Eugene  Rogers,  M.D.,  F.A.C.P.,  Contributing  Editor 


Bilateral  obturator  nerve  injuries  are  reported  in  a 
patient  after  urethroplasty  secondary  to  six  hour  posi- 
tioning in  acute  hip  flexion.  The  difficulty  was  believed 
to  be  due  to  the  stretching  of  the  nerve  at  the  bony 
obturator  foramen.  Management  included  steroids, 
gait  training,  and  avoidance  of  acute  hip  flexion. 
Clinical  and  electromyographic  abnormalities  were 
gone  nine  weeks  later.  (Pellegrino,  M.,  Johnson,  E.: 
Arch  Phys  Med  Rehab  69:1,46-7,  1988) 


Patients  with  myocardial  infarction  and  recurrent 
ischemic  pain  during  second  hospital  day,  history  of 
previous  myocardial  infarct,  or  ST  segment  depression 
on  admission  electrocardiograms,  should  be  consid- 
ered for  early  coronary  angiography  and  possible 
intervention  to  prevent  extension.  The  occurrence, 
outcome,  and  predictors  of  myocardial  infarct  exten- 
sion were  evaluated  by  the  plasma  MB  creatine  kinase 
activity.  Those  with  elevated  creatine  kinase  activity, 
indicating  extension  of  the  infarct,  showed  a fourfold 
higher  hospital  mortality  rate  than  those  without  exten- 
sion, and  extension  was  noted  twice  as  frequently  in 
those  with  two  of  the  above  risk  factors.  (Muller,  J.  E.,  et 
al:  Ann  Int  Med  108:1,1-6,  1988) 


Alcoholism  prevalence  was  assessed  on  232  patients 
in  an  ambulatory  medical  clinic  by  using  the  Michigan 
Alcoholism  Screening  Test.  The  most  sensitive  ques- 
tions appeared  to  be,  “When  was  you  last  drink?”  at 
91.5%,  and  “Have  you  ever  had  a drinking  problem?” 
at  70.2%.  The  authors  suggest  these  two  questions  be 
routinely  included  in  all  medical  histories,  since  of  the 
232  patients,  20.3%  were  designated  as  alcoholics  on 
the  basis  of  the  Michigan  Alcoholism  Screening  Test. 
(Cyr,  M.  G.,  Wartman,  S.  A.:  JAMA  259:1,51-4 
1988) 


One  hundred  forty-two  children  at  5.9  to  9.5  years 
had  their  blood  pressure  checked  at  school  on  one 
occasion  and  were  retested  nine  years  later  under  the 


same  circumstances.  Although  a significant  correlation 
was  noted  between  initial  and  subsequent  raw  systolic 
pressures  in  boys  and  girls,  there  were  wide  variations. 
Therefore  any  sustained  values  above  the  90th  percen- 
tile should  be  considered  significant.  (Michels,  V.,  et  al: 
Mayo  Clin  Proc  62:10,875-881,  1987) 


Ten  male  parkinsonian  patients  approximately  62.2 
( + /~  3.8)  years  with  tremor  as  the  most  predominant 
symptom  were  tested  in  a double-blind  crossover  study 
using  long-acting  propranolol  (160  mg/d),  primidone 
(250mg  at  night),  and  clonazepam  (4mg/d).  Tremor 
was  assessed  by  patient  opinion,  clinical  scoring,  and 
accelerometer  recordings.  Propranolol  reduced  resting 
tremor  by  approximately  70%  and  postural  tremors  by 
approximately  50%.  Primidone  and  clonazepam  had  no 
significant  effect  on  tremor;  primidone  was  of  minimal 
benefit.  No  side  effects  were  reported  with  the  long- 
acting  propranolol,  which  was  felt  to  be  a useful 
adjuvant  for  the  treatment  of  tremors  associated  with 
parkinsonism.  (Roller,  W.,  Herbster,  G.:  Arch  Neurol 
44:9,921-3,  1987) 


The  plasma  levels  of  amino  acids  were  studied  in 
parkinsonian  patients  on  levodopa  therapy  and  were 
correlated  with  the  effect  on  parkinsonian  tremors. 
Seven  patients  were  maintained  on  the  same  levodopa 
medication  dose  but  their  dietary  intake  of  proteins  was 
varied.  Regular  and  high-protein  diets  resulted  in 
marked  elevation  in  the  plasma  concentrations  of  large 
neutral  amino  acids  that  competed  with  levodopa  for 
transport  across  the  blood/brain  barrier  and  increased 
the  parkinsonian  symptoms.  The  authors  suggest  that 
Parkinson  patients  on  levodopa  therapy  maintain  a 
virtually  protein-free  diet  until  supper  time  and  then 
unrestricted  allowances  until  bedtime.  This  simple 
dietary  manipulation  permits  near-normal  daytime 
motor  function.  (Pincus,  J.,  Barry,  K.:  Arch  Neurol 
44:10,1006-1009,  1987)  i 
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When  brain  and  bowel  conflict . . 


Bis  time 

fiir  the  Peacemalcei:: 


In  irritable  bowel  syndrome*  anxiety  can  aggravate  intestinal  symptoms,  which  may 
further  intensify  anxiety  — a distressing  cycle  of  brain/bowel  conflict.  Librax  intervenes  with 
two  well-known  compounds.  The  Libriiun®  (chlordiazepoxide  HCVRoche)  component 
safely  relieves  anxiety.  And  Quarzan®  (cUdinium  bromide/Roche)  provides  antisecretory 
and  antispasmodic  action  to  relieve  discomfort  associated  with  intestinal  h5^rmotility. 

Ehial  action—  for  peace  between  brain  and  bowel.  Because  of  possible  CNS  effects,  caution 
patients  about  engaging  in  activities  requiring  complete  mental  alertness.  Specify  Adjunctive 


LIBR4X 

Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  bromide 


*Librax  has  been  evaluated  as  jjossibly  effective  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer  and  the  irritable  bowel  syndrome. 
Copyright  © 1987  by  Roche  Products  Inc.  All  rights  reserved.  Please  .see  summary  of  prescribing  information  on  adjacent  page. 


specify 

Adjunctive 


LIBR^ 


Each  capsule  contains  5 mg  chlordiazepoxide  HCI  and 
2.5  mg  clidinium  bromide. 

Please  consult  complete  prescribing  information,  a summary 
of  which  follows: 


Indications:  Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences — National  Research  Coun- 
cil and/or  other  information,  FDA  has  classified  the  indi- 
cations as  follows: 

“Possibly”  effective:  as  adjunctive  therapy  in  the  treat- 
ment of  peptic  ulcer  and  in  the  treatment  of  the  irritable 
bowel  syndrome  (irritable  colon,  spastic  colon,  mucous 
colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign 
bladder  neck  obstruction;  hypersensitivity  to  chlordiazepox- 
ide HCI  and/or  clidinium  Br. 

Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants,  and  against  hazard- 
ous occupations  requiring  complete  mental  alertness  [e.g., 
operating  machinery,  driving).  Physical  and  psychological 
dependence  rarely  reported  on  recommended  doses,  but  use 
caution  in  administering  Librium®  (chlordiazepoxide  HCI/ 
Roche)  to  known  addiction-prone  individuals  or  those  who 
might  increase  dosage;  withdrawal  symptoms  (including  con- 
vulsions) reported  following  discontinuation  of  the  drug. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  because 
of  increased  risk  of  congenital  malformations  as  sug- 
gested in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy.  Advise  patients  to  dis- 
cuss therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 


Precautions:  In  elderly  and  debilitated,  limit  dosage  to  small- 
est effective  amount  to  preclude  ataxia,  oversedation,  confu- 
sion (no  more  than  2 capsules/day  initially;  increase  gradually 
as  needed  and  tolerated).  Though  generally  not  recom- 
mended, if  combination  therapy  with  other  psychotropics  > 
seems  indicated,  carefully  consider  pharmacology  of  agents,  i 
particularly  potentiating  drugs  such  as  MAO  inhibitors,  phe-  j 
nothiazines.  Observe  usual  precautions  in  presence  of  j 

impaired  renal  or  hepatic  function.  Paradoxical  reactions  ! 
reported  in  psychiatric  patients.  Employ  usual  precautions  in  | 
treating  anxiety  states  with  evidence  of  impending  depres-  ' 
sion;  suicidal  tendencies  may  be  present  and  protective  mea-  i 
sures  necessary.  Variable  effects  on  blood  coagulation 
reported  very  rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationshtp  not  established. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  reported  with  Librax.  When 
chlordiazepoxide  HCI  is  used  alone,  drowsiness,  ataxia,  con- 
fusion may  occur,  especially  in  elderly  and  debilitated;  avoid- 
able in  most  cases  by  proper  dosage  adjustment,  but  also 
occasionally  observed  at  lower  dosage  ranges.  Syncope 
reported  in  a few  instances.  Also  encountered:  isolated 
instances  of  skin  eruptions,  edema,  minor  menstrual  irregu- 
larities, nausea  and  constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido — all  infrequent,  generally  con- 
trolled with  dosage  reduction;  changes  in  EEG  patterns  may 
appear  during  and  after  treatment;  blood  dyscrasias  (includ- 
ing agranulocytosis),  jaundice,  hepatic  dysfunction  reported 
occasionally  with  chlordiazepoxide  HCI,  making  periodic 
blood  counts  and  liver  function  tests  advisable  during  pro- 
tracted therapy.  Adverse  effects  reported  with  Librax  typical 
of  anticholinergic  agents,  i.e.,  dryness  of  mouth,  blurring  of 
vision,  urinary  hesitancy,  constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined  with 
other  spasmolytics  and/or  low  residue  diets. 
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Roche  Products  Inc. 

Manati,  Puerto  Rico  00701 


Introducing  a unique  marketing  program 
that  guarantees  an  increase  in  your  patient  load. 


New  patients  are  the  lifeblood  of  any  health  eare  practice.  Quality  Health  Care  keeps  them 
flowing  in.  Developed  by  a practicing  physician,  the  program  expertly  employs  proven  market- 
ing disciplines  to  help  you  build  your  fee-for-service  practice.  And  with  a money  back  guarantee, 
there  is  absolutely  nothing  to  lose.  Here  is  how  it  works: 

You  are  listed  in  a comprehensive,  professional  Resource  Directory  by  specialty  and  loca- 
tion. Included  are  your  hospital  affiliations  and  credentials.  To  preserve  a high  patient-to-doctor 
ratio,  only  a limited  number  of  practioners  will  be  accepted.  The  Resource  Directory  is  pro- 
moted to  millions  in  the  Chicago  area  through  television,  radio  and  print  advertising.  Patients 
purchase  the  Quality  Health  Care  directory  and  membership  card  and  receive  a 20% 
discount  on  fees.  When  they  need  medical  care,  they  simply  choose  a 
doctor  from  the  listings. 

It  is  an  easy  way  for  them  to  find  the  right  doctor.  And 


it  is  easy  for  you.  There  are  no  forms,  delays  or  mailing 
expenses.  Just  new  patients — good  patients— 
who  have  demonstrated  they  are  willing  and 
able  to  pay  for  health  eare. 

Find  out  how  participating  in  this  exclu- 
sive program  can  work  for  you.  Contact  our 
physician  staff  for  complete  information. 

call  (312)  885-7777  , 


QUALITY  HEALTH  CARE,  INC. 

1752  W.  Algonquin  Road,  Hoffman  Estates,  IL  60195 


Reduces  frequency  of  Reduces  need  for  Convenient,  once-da. 
angina!  attacks  subiinguai  nitrogiycerin  appiication 


improves  exercise 
performance 
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B.  from  Ridgewood,  NY 


'ransderm-Nibxf 


itroglycerin 


2.5mg'/24hr,5mg/24hr,  10  mg  124  hr,  15mg/24hr 


l/inning  the  hearts  of  patients  c i b A 

yerywhere 


[ransdermat  nitroglycerin  products  are  being  marketed  pending  final  evaluation  of  effectiveness  by  the  FDA. 
jse  consult  Brief  Summary  of  Prescribing  Information  on  the  following  page. 


629-3355-A  © 1987,  CIBA. 


No.  1 and  still  growing 


dispensed  (2.3)  (3.6)  (4.2)  (4.6) 

Transdeim-Nitro"^  Q 

nitroglycerin.  2.5  mg/24  hr,  5 mg/24  hr,  10  mg '24  hr,  15mg/24hr 

the  most  prescribed  long-acting  nitrate* 

*PDS  data  through  May  1987. 


TrSnsdSmi'NItrO^  nitroglycerin 
Transdermal  Therapeutic  System 

BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING 
INFORMATION,  SEE  PACKAGE  INSERT) 

INDICATIONS  AND  USAGE 

This  drug  product  has  been  conditionally  approved  by  the  FDA 
for  the  prevention  and  treatment  of  angina  pectoris  due  to 
coronary  artery  disease  The  conditional  approval  reflects  a 
determination  that  the  drug  may  be  marketed  while  further 
investigation  of  its  effectiveness  is  undertaken  A final 
evaluation  of  the  effectiveness  of  the  product  will  be  announced 
by  the  FDA 

CONTRAINDICATIONS 

Ihtolerance  of  organic  nitrate  drugs,  marked  anemia,  increased 
intraocular  pressure  or  increased  intracranial  pressure 

WARNINGS 

In  patients  with  acute  myocardial  infarction  or  congestive  heart 
failure,  Transderm-Nitro  system  should  be  used  under  careful 
clinical  and/or  hemodynamic  monitoring 
In  terminating  treatment  of  anginal  patients,  both  the  dosage  and 
frequency  of  application  must  be  gradually  reduced  over  a period  of 
4 to  6 weeks  to  prevent  sudden  withdrawal  reactions,  which  are 
characteristic  of  all  vasodilators  in  the  nitroglycerin  class 
^ransdermal  nitroglycerin  systems  should  be  removed  before 
attempting  defibrillation  or  cardioversion  because  of  the  potential 
for  altered  electrical  conductivity  which  may  enhance  the  possibility 
of  arcing,  a phenomenon  associated  with  the  use  of  defibrillators 


PRECAUTIDNS 

Symptoms  of  hypotension,  such  as  faintness,  weakness  or 
dizziness,  particularly  orthostatic  hypotension  may  be  due  to 
overdosage  When  these  symptoms  occur,  the  dosage  should  be 
reduced  or  use  of  the  product  discontinued 
Transderm-Nitro  system  is  not  intended  for  immediate  relief  of 
anginal  attacks  For  this  purpose  occasiohal  use  of  the  sublingual 
preparations  may  be  necessary. 

ADVERSE  REACTIDNS 

Transient  headaches  are  the  most  common  side  effect,  especially 
when  higher  doses  ot  the  drug  are  used  These  headaches  should  be 
treated  with  mild  analgesics  while  Transderm-Nitro  therapy  is 
continued  When  such  headaches  are  unresponsive  to  treatment, 
the  nitroglycerin  dosage  should  be  reduced  or  use  of  the  product 
discontinued 

Adverse  reactions  reported  less  frequently  include  hypotension, 
increased  heart  rate,  faintness,  flushing,  dizziness,  nausea  and 
vomiting  These  symptoms  are  attributable  to  the  known  pharma- 
cologic effects  of  nitroglycerin,  but  may  be  symptoms  of  overdos- 
age When  they  persist  the  dose  should  be  reduced  or  use  of  the 
product  discontinued  In  some  patients,  dermatitis  may  occur 
DDSAGE  AND  ADMINISTRATIDN 

Therapy  should  be  initiated  with  application  of  one  Transderm-Nitro 
5 mg/24  hr  system  to  the  desired  area  of  skin.  Many  patients  prefer 
the  chest:  if  hair  is  likely  to  Interfere  with  system  adhesion  or 
removal,  it  can  be  clipped  prior  to  placement  of  the  system.  Each 
system  is  designed  to  remain  in  place  for  24  hours,  and  each 
successive  application  should  be  to  a different  skin  area. 
Transderm-Nitro  system  should  not  be  applied  to  the  distal  parts  of 
the  extremities. 


The  usual  dosage  is  one  Transderm-Nitro  5 mg;'24  hr  system  f 
Some  patients,  however,  may  require  the  Transderm-Nitro  f 0 mg/ 
24  hr  system  If  a single  Transderm-Nitro  5 mg/24  hr  system  fails  f | - 
provide  adequate  clinical  response,  the  patient  should  be  instructeijf 
to  remove  it  and  apply  either  two  Transderm-Nitro  5 mg/24  hr  , j 
systems  or  one  Transderm-Nitro  fO  mg.  24  hr  system.  More  I 
systems  may  be  added  as  indicated  by  continued  careful  monltorirj: 
of  clinical  response  The  Transderm-Nitro  2 5 mg/24  hr  system  is  i 
useful  principally  for  decreasing  the  dosage  gradually,  though  it 
may  provide  adequate  therapy  for  some  patients  when  used  alone  ' 
The  optimal  dosage  should  be  selected  based  upon  the  clihical  ' 
response,  side  effects,  and  the  effects  of  therapy  upoh  blood 
pressure  The  greatest  attainable  decrease  in  resting  blood  pressur  ■ 
that  is  not  associated  with  clinical  symptoms  of  hypotension  ' 
especially  during  orthostasis  indicates  the  optimal  dosage.  To  | 
decrease  adverse  reactions,  the  size  and;or  number  of  systems  I 
should  be  tailored  to  the  individual  patient's  needs  • 

Do  not  store  above  86T  (30‘C) . j 

PATIENT  INSTRUCTIONS  FOR  APPLICATIONS 
A patient  leaflet  is  supplied  with  the  systems 
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SPECIAL  ARTICLE 


ISMS  Physician  Games  Scheduled 

Attention 
All  Personnel! 


By  William  J.  Marshall,  M.D. /Olympia  Fields 
Member,  ISMS  Physician  CxAmes  Committee 


The  fourth  annual  ISMS  Physician  Games  will  be  held  at  the  Oak  Brook 
Hills  Hotel  and  Conference  Center  on  Friday  and  Saturday,  June  24-25.  All 
members  and  their  spouses  are  encouraged  to  attend  the  events,  which 
include  activities  for  all  interests  and  energy  levels. 


■ What  stuffed  animal  did  Radar 
O’Reilly  sleep  with? 

■ Can  you  name  Margaret  Houli- 
han’s husband? 

■ How  about  Colonel  Potter’s 
i horse? 

, These  and  other  fascinating  facts 
are  yours  to  discover  even  if  you 
don’t  choose  to  attend  the  Friday 
I morning  clinical  session  of  the 
' ISMS  Physician  Games  weekend. 

' We  all  advise  our  patients  to  eat 
properly,  adopt  sensible  weight- 
reduction  programs  and  exercise 
regularly.  Here’s  a chance  to  prac- 
tice what  you  preach! 

The  fourth  annual  ISMS  Physi- 
cian games  will  be  held  June  24  and 
25  at  the  highly  accessible  Oak 
Brook  Hills  Hotel  and  Conference 
I Center,  a beautiful  new  hotel  and 
sports  facility. 

We’ll  start  with  a clinical  pro- 
gram, move  quickly  into  athletic 
competition  and  celebrate  medical 
I camaraderie  with  a MASH-theme 
dinner  dance. 

On  Friday  morning,  June  24,  a 
clinical  program  on  the  health 
effects  of  cholesterol  will  begin  at 
i 9:00  a.m.  Basil  Rifkind,  M.D.,  chief 
of  the  lipid  metabolism-atherogene- 
sis  section  at  the  National  Institutes 
of  Health,  will  present  the  keynote 
i address.  Dr.  Rifkind  will  consider 
I the  effect  of  serum  cholesterol  on 
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blood  vessel  disease,  office  testing 
options  and  patient  management 
issues. 

The  second  speaker  on  the  four- 
hour  Category  1 CME  program  is 
Linda  Van  Horne,  Ph.D.,  R.D., 
assistant  professor.  Department  of 
Community  Health  and  Preventive 
Medicine,  Northwestern  University 
Medical  School.  Dr.  Van  Horne  will 
discuss  the  role  of  diet  in  hyperlip- 
idemia, with  emphasis  on  use  of 
fiber  and  other  nutrients. 

William  Lands,  M.D.,  of  the 
department  of  biochemistry  at  the 
University  of  Illinois,  Chicago,  will 
address  recent  research  on  the 
effects  of  aspirin  and  fish  oils  on 
cardiovascular  health.  Michael  Da- 
vidson, M.D.,  of  Rush-Presbyterian- 
St.  Luke’s  Medical  Center,  will  con- 
clude the  clinical  section  of  the 
program  with  a presentation  on  the 
role  of  medication  in  treatment  of 
elevated  cholesterol  levels. 

My  colleagues  on  the  Physician 
Games  Gommittee,  chaired  by 
Craig  Dean,  M.D.,  and  assisted 
by  Nelson  Borelli,  M.D.,  Arvind 
K.  Goyal,  M.D.,  and  Anthony 
Ivankovich,  M.D.,  have  been  busily 
polling  sports  enthusiasts  and  plan- 
ning accordingly. 

Friday  afternoon  activities  will 
include  a golf  tournament  and  sin- 
gles tennis  for  men  and  women. 


That  evening,  participants  are  invit- 
ed to  attend  a MASH-theme  dinner 
dance.  Costume  is  compulsory. 
We’d  like  to  see  a few  Hawkeye, 
Hotlips  and  Radar  look-alikes, 
although  scrubs  or  fatigues  will 
do. 

Prizes  will  be  awarded  for  best 
male  and  female  costumes.  A 
MASH  trivia  contest  will  challenge 
even  the  staunchest  fans.  We  expect 
a great  evening. 

Stay  in  a beautiful  room  at  the 
Oak  Brook  Hills  and  awake  Satur- 
day to  a host  of  activities.  A cross- 
country run  in  the  adjacent  forest 
preserve,  racquetball  at  a neighbor- 
ing court  club,  golf  on  the  resort 
course,  swimming  in  the  lap  lanes, 
doubles  tennis  for  men  and  also 
doubles  tennis  for  women  are 
included  in  the  day’s  events. 

Student  and  resident  members 
are  encouraged  to  form  school  and 
hospital  teams  to  compete  in  bas- 
ketball and  volleyball  tournaments 
at  a neighboring  high  school  on 
Saturday.  Informal  board  games — 
chess,  checker  and  ping  pong — will 
be  available  for  those  who  wish  to 
stay  indoors. 

Awards  will  be  presented  to  com- 
petitors at  the  end  of  each  event. 
The  day  concludes  with  a reception; 
Saturday  evening  is  up  to  you. 

Details  and  directions  will  be  for- 
warded soon.  If  you’d  rather  not 
wait,  further  information  is  avail- 
able from  the  ISMS  offices  (312- 
782-1654;  1 -800-782-ISMS). 

Why  did  they  call  her  Hot  Lips 
anyway?  i 
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THE  RGSH  CANCER  CENTER 
RUSH-PRESBYTERIAN-ST.  LUKE’S  MEDICAL  CENTER 
RUSH  MEDICAL  COLLEGE 
AND 

THE  AMERICAN  COLLEGE  OF  PHYSICIANS 


RUSH.PR£SBrrtRIAN-Sr  LUKES 
METKCAL  CENTER 
iioviAas 


PRESENT 

POSTGRADUATE  COURSE  NO.  733 

“RECENT  ADVANCES  IN  THE  DIAGNOSIS  AND 
MANAGEMENT  OF  MALIGNANT  DISEASE” 

WEDNESDAY  - FRIDAY,  JUNE  22  - 24,  1988 

Claude  H.  Searle,  M.D.  Conference  Center  Rush-Presbyterian-St.  Luke’s  Medical  Center 

1725  W.  Harrison  Street 
Chicago,  Illinois  60612 


Tuition  Fees: 

ACP  Member  (graduated  before  1982)  — $255 
FACP,  Resident  or  Research  Fellow  — $255 
ACP  Member  (graduate  1982  and  later)  — $190 
ACP  Associate  — $190 
Honmember  — $340 

This  course  focuses  on  recent  advances  in  cancer  medicine  by  exploring  specific  clinical  experiences 
and  approaches  to  cancer  diagnosis  and  management.  Its  objective  is  to  review  and  further  define  the 
current  state  of  the  art  in  the  comprehensive  care  and  treatment  of  the  cancer  patient.  Lectures  and  mini- 
symposia will  examine  the  role  of  bone  marrow  transplantation  in  the  management  of  malignant 
disease,  MR!  techniques  in  diagnosis,  tumor  markers,  the  management  of  infections  in  neutropenic 
cancer  patients,  new  developments  in  therapeutic  radiology  and  recent  advances  in  the  field  of 
biological  response  modifier  therapy.  Additional  topics  to  be  covered  include  the  therapy  and  etiology  of 
ovarian  and  cervical  cancer,  the  multimodality  approach  to  soft  tissue  sarcomas  and  bone  tumors,  the 
treatment  of  chronic  lymphocytic  leukemia  and  chronic  granulocytic  leukemia,  and  the  multimodality 
approach  to  head  and  neck  cancer,  lung  cancer,  bladder  and  prostate  cancer.  The  special  role  of 
Pigmented  Mevus  Center  and  a Comprehensive  Breast  Referral  Program  in  cancer  health  care  will  be  em- 
phasized. A segment  of  the  program  will  be  devoted  to  recent  advances  in  the  etiology  and  management 
of  Kaposi's  Sarcoma  and  AIDS. 

This  course  is  intended  for  internists,  medical  oncologists,  and  hematologists  who  wish  to  advance 
and  update  their  knowledge  and  understanding  of  malignant  disease,  its  investigation  and  management. 


Approved  for  17 ’A  credits  in  Category  1 of  the  Physician’s  Recognition  Award 

To  register  call  the  ACP  Registration  Services  at  1-800-523-1546 
(in  Pennsylvania  call  215-243-1200) 

◄ Registration  Deadline:  June  8,  1988  ► 


SPECIAL  ARTICLE 


Physicians  Warned 
About  Prescription 
Contests 


1 

1 ISMS  has  become  aware  of  promo- 
tional activities  by  drug  manufac- 
I turers  to  increase  their  markets  by 
' offering  physicians  points  or  prizes 
I for  participating  in  activities  which 
include  prescribing  their  products. 
It  is  the  opinion  of  ISMS  legal 
I counsel  that  participation  in  such 
activities  could  place  a physician’s 
membership  and  license  in  jeopar- 
dy. 

The  Illinois  Medical  Practice  Act 
of  1987,  which  gives  the  state  the 
authority  to  license  and  discipline 
I physicians,  provides  that: 

^ “Promotion  of  the  sale  of 
drugs,  services,  appliances  or 
goods  provided  for  a patient 
[ in  such  manner  as  to  exploit 
the  patient  for  the  financial 
gain  of  the  physician  [is 
grounds  for  discipline].” 

I 

Participation  in  a drug  manufactur- 
er’s promotion  which  awards  points 
' or  prizes  to  physicians  may  not  nec- 
essarily be  deemed  as  a violation  of 
this  section.  However,  at  the  very 


least,  questions  may  be  raised  as  to 
whether  the  drug  being  prescribed 
to  a patient  is  the  best  drug  for  the 
patient’s  condition,  if  it  is  more 
expensive  than  alternative  drugs,  or 
if  the  patient  even  needs  the  drug. 

In  addition,  there  are  other  disci- 
plinary grounds  listed  in  the  Medi- 
cal Practice  Act  which  may  apply. 
These  sections  include:  (1)  Breach- 
ing the  physician-patient  conhden- 
tial  relationship  (for  sending  in  the 
patient’s  name  and  medical  infor- 
mation to  the  drug  manufacturer); 
(2)  Accepting  fees  for  services  not 
actually  provided  (points  and 
prizes);  and  (3)  Using  prescriptions 
for  nontherapeutic  reasons  (to  gain 
prizes). 

The  most  significant  danger  to 
the  physician  who  is  or  would  con- 
sider participating  in  the  program  is 
that  it  creates  the  appearance  of  the 
violation  of  several  disciplinary 
grounds. 

There  also  are  ethical  considera- 
tions raised  by  the  American  Medi- 
cal Association  Principles  of  Medi- 
cal Ethics  and  the  ISMS  Code  of 


Ethics.  These  identical  documents 
speak  to  “dealing  honestly  with 
patients”  and  providing  “compe- 
tent services.” 

The  prescribing  of  drugs  for 
prizes  would  also  appear  to  violate 
several  decisions  of  the  AMA’s 
Council  on  Ethical  and  Judical 
Affairs,  which  state  that:  (1)  Re- 
putable drug  hrms  should  rely  on 
quality  to  sell  their  drugs  and  not 
appeal  to  a physician’s  hnancial 
interests;  (2)  A physician  should  not 
be  influenced  in  the  use  of  drugs  by 
a direct  or  indirect  financial  interest 
in  the  drug  firm;  and  (3)  A patient 
should  have  the  right  to  have  a 
prescription  filled  by  the  provider 
of  his  choice. 

In  light  of  the  above  potential 
problems  associated  with  this  activi- 
ty, specifically,  the  conflicts  be- 
tween the  physician’s  personal 
financial  gain  and  the  patient’s 
medical  needs,  physicians  should  be 
extremely  cautious  in  participating 
in  such  programs.  i 
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PULSE  OF  THE  ISMS  AUXILIARY 


How  the 

Auxiliary  Network 
Worked  for  You 

By  Lynn  Kassel  (Mrs.  Wayne),  ISMS  A President 


of  an  idea  such  as  the  Adolescent 
Sexuality  Workshop  from  a 1987 
Annual  Meeting  resolution  to  its 
November  6th  reality  was  exhilarat- 
ing. Our  chairmen  produced  a qual- 
ity professional  program  on  a low 
budget.  Access  to  this  event  has 
been  secured  through  videotape, 
and  will  be  showcased  at  our  1988 
Annual  Meeting.  The  auxiliary  net- 
work choreographed  an  idea  into  a 
community  health  program.  Assis- 
tance was  provided  by  the  commu- 
nications/journalism department  of 
the  College  of  St.  Francis  in  Joliet. 
The  counties  will  use  the  program 
in  their  communities,  moving  the 
network  into  all  parts  of  Illinois. 

Traveling  the  state  has  made  me 
aware  of  the  level  of  dedication  and 
sincerity  of  our  leadership.  The 
cooperative  spirit  mentioned  earlier 
was  evident  in  the  compliance  to 
requests  for  increased  participation 
in  donations  to  AMA-ERF  through 
the  Sharing  Card  (six  new  counties 
joined  in  this  project).  The  1987- 
1 988  Board  of  Directors  and  I take 
great  pride  in  our  volunteers  and 
look  forward  to  greeting  them  at 
our  Annual  Meeting,  where  we  will 
celebrate  the  60th  year  of  our  state 
organization.  Everyone  worked 
hard  this  year.  Come  and  enjoy  the 
fruits  of  our  labor.  i 


When  my  year  as  president  began  in 
April  1987,  auxiliary  network 
opportunity  was  the  focus.  The  pro- 
cess was  demonstrated  through  dis- 
trict meetings,  which  met  specihc 
ISMSA  county  program  requests. 
AMA  Auxiliary  materials  were  used 
along  with  ISMSA  programs  during 
our  Annual  Meeting  and  Fall  Con- 
ference as  well. 

Our  network  also  included  out- 
side related  programs  that  met 
county  needs.  The  “ICARE”  drunk 
driving  program,  originated  by 
emergency  room  nurses,  was  part  of 
a Fall  Conference  workshop  and 
was  implemented  in  two  counties. 
One  hundred  copies  of  the  Martha 
Rounds  exercise  tape,  “Sit  and  Be 
Fit,”  were  purchased  and  mailed 
free  to  each  county  auxiliary  for  use 
in  their  communities  with  space 
allocated  for  a county  auxiliary  tag. 
Member  involvement  in  ISMSA 
policy-setting  was  demonstrated 
through  this  action,  the  result  of  a 
1987  resolution. 

Visiting  the  counties  with  Presi- 
dent-Elect Sherry  Betsill  provided 
insight  into  auxiliary  community 
programs.  A cooperative  spirit  was 
evident  on  our  visits,  as  we  saw  how 
member  consciousness  of  the 
AMAA,  ISMSA  and  county  auxilia- 
ry networks  is  growing. 


Our  new  membership  brochure 
was  designed  to  enhance  the  coun- 
ty’s efforts  toward  recruitment  and 
retention  of  members.  The  final 
move  of  state  financial  services  to 
the  ISMS  headquarters  office  is 
expected  to  expedite  our  member- 
ship recording.  By  now  members 
should  have  received  their  first 
ISMSA  membership  cards  mailed 
with  the  Annual  Meeting  invitation. 
If  your  spouse  did  not  receive  one, 
check  with  the  county  treasurer  to 
verify  that  dues  have  been 
received. 

The  ISMS  continues  to  support 
us  through  staff  services.  They  have 
invited  auxiliary  involvement  in 
their  media  campaign  on  youth 
health  issues,  something  we  are  pre- 
pared for  and  looking  forward  to. 
Mailing  copies  of  the  Pulse  page  in 
the  Illinois  Medical  Journal  and  our 
newsletter  “Pulse”  to  county  medi- 
cal society  presidents  and  execu- 
tives aids  in  awareness  of  auxiliary. 
Our  statewide  Doctor’s  Day  project 
is  an  attempt  to  say  thank  you  and 
to  make  the  public  look  positively 
toward  medicine. 

How  It  Worked  for  Me 

As  president  of  ISMSA  it  was 
gratifying  to  watch  the  auxiliary  net- 
work. Witnessing  the  development 
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Over-the-phone-consultations. 


Free. 


aP!RN 

PHYSICIAN  RESOURCE  NETWORK® 
1 - 8 0 0 • 4 7 2 • 3 6 6 0 


GREENBERG  RADIOLOGY  INSTITUTE 

A COMPLETE  DIAGNOSTIC  AND 
TREATMENT  FACILITY  WITH 

STATE-OF-THE-ART  EQUIPMENT 
ON  ONE  SITE. 


Introducing  two  new  additions  to 
our  comprehensive  resources: 
One  of  the  highest  energy  accel- 
erators in  the  world  and  the  spec- 
troscopy research  accessory 

Linear  Accelerator 

Siemens  Mevatron  KD 

• 8 million-watts  radio  frequency 
power 

• dual  photon  capability-has 
capacity  to  utilize  up  to  25 
million  volts 

• separate  electron  beam,  energy 
range  of  7-21  million  electron 
volts 

• treatment  table  structured  for 
isocentric  positioning;  can 
encompass  virtually  every 
desired  treatment  program 

• attacks  tumor  mass  with  dose 
rates  up  to  900  rads/min. 

• reduces  skin  irritation,  gastro- 
intestinal side  effects  and  scar 
tissue  formation 

• CON  approved 

Spectroscopy  Research 
Accessory 

General  Electric 

• provides  chemical  analyses  of 
organs  in  vivo 

• provides  functional  information 
about  location  of  damaged  tissue 

• used  in  conjunction  with  Insti- 
tute’s Super  Conductive  1.5 

Tesla  Magnetic  Resonance  Scanner 


MRI 

G.£.  Superconductive  1.5 
Tesla  High  Field  Strength 
Non -Radiation  Imaging 

• Central  nervous  system  disorders 

• chest,  abdomen,  liver,  kidney,  pelvis 

• muscular-skeletal  system 

• hilar  and  mediastinal  masses 

• breast  malignancies 

• kidney  transplant  rejection 

• evaluation  of  blood  flow 

• multi-gated  cardiac  studies 

• CON  and  FDA  approved 

• future  capabilities 

Nuclear  Medicine 

Siemens  Nuclear  Scintiview  LFOV 

• multi-gated  cardiac  scans 

• cardiac  stress  testing 

• thallium  myocardial 

• ejection  fraction 

• pulmonary  (jerfusion  and  ventilation 

• brain,  spleen,  bone,  liver,  kidney, 
thyroid,  bone  marrow 

• flow  studies 

• gallium 

• all  in  VIVO  procedures 

• quantitative  bone  analysis 

Computerized 

Tomography 

GE  8800  CTi  total  body  scanner 
with  scout  view 

• head  and  orbits:  axial  and  coronal 
capability 

• total  body:  neck,  thorax,  liver, 
spleen,  pelvis,  pancreas,  kidney, 
adrenal,  retroperitoneum 

• special  bone  and  spine 
procedures 

• reconstruction  capability 

• tumor  staging 

• dynamic  flow  procedures 

• special  temporal  bone  evaluation 

• future  capabilities 


Ultrasound 

Siemens  Digital  B- mode  and 
Stand  Alone  Phased  Array  Real 
Time  Scanning 

• gall  bladder,  liver,  pancreas, 
kidney 

• obstetrical 

• pelvic 

• aortic 

• special  thyroid 


Intravenous  Digital 
Angiography 

Picker  Digital  DAS-211 

• carotid 

• cerebral 

• aorta  (thoracic  abdominal) 

• renal 

• peripheral  vascular 

• assessment  of  vascular  by-pass 
procedures 


General  Diagnostic 
Radiography 

Picker  X-Ray 

• standard  fluoroscopy  image 
intensification  with  TV 

• standard  tomography 

• standard  radiography 

• specialized  procedures: 
enteroclysis  arthrography, 
hysterosalpingography,  etc 


Mammography 

• dedicated  equipment 

• 38  years  experience  inter- 
preting mammograms 


The  integration  of  the  linear  accelerator  and  spectroscopy  facilities  with  the  Institute's  collection  of  computerized 
equipment  creates  an  unparalleled  cancer  treatment  system  The  addition  of  two  internationally  known  specialists. 
John  Chao,  M.D.  (Chief  Radiation  Oncologist)  and  Michael  Barany,  M D . Ph  D ( Director  of  Spectroscopy),  com- 
pletes our  total  radiology  system  , which  is  designed  to  complement  your  practice  in  terms  of  convenience  as  well 
as  diagnostic  and  treatment  effectiveness. 


GREENBERG  RADIOLOGY  INSTITUTE 


1535  Park  Avenue  West 
(312)  831-0500 


Highlantd  Park,  Illinois  • 60035 


IRVING  M.  GREENBERG,  M,D. 

Diplomale  Amencan  Board  o!  Radiology 
Diplomate  Amencan  Board  ol  Nuclear  Medicine 


BRENT  M.  GREENBERG.  M,D. 

Diplomate  American  Board  ol  Radiology 


MARK  GREENBERG,  M.D, 

Diplomate  American  Board  ol  Radiology 


Changing  Perspectives 
in  Substance  Abuse  and 
the  Physician’s  Role 


By  Amin  N.  Daghestani,  M.D. /Maywood 


Alcohol  and  other  drug  abuse  continues  to  be  a major  public  health 
problem.  Recent  epidemiologic  and  socioeconomic  trends,  as  well  as 
changes  in  drug  abuse  patterns  toward  polyaddiction,  have  led  to  a 
re-examination  of  the  physician's  role  and  responsibilities.  Insurance 
coverage,  the  matching  of  patients  with  treatment  modalities,  and  the 
treatment  of  dually  addicted  psychiatric  patients  are  some  of  the 
challenges  that  will  continue  to  face  physicians  in  the  future. 


Approximately  10.6  million  adults 
in  this  country  can  be  classified  as 
alcoholics,  and  an  additional  7.3 
I million  either  abuse  alcohol  or  have 
I experienced  negative  results  of 
I alcohol  use,  such  as  arrest  or 
I involvement  in  an  accident.'  In 
addition  to  the  various  medical 
problems  of  cirrhosis,  pancreatitis, 
hypertension,  and  nutritional  defi- 
ciencies, consequences  of  problem 
’ drinking  include  injury,  homicide, 

I suicide,  family  abuse,  and  other  vio- 
lence. Statistics  from  other  drug 
dependencies,  although  not  as 
readily  available,  point  to  similarly 
vddespread  adverse  effects. 

Physicians  are  asked  to  play  an 
increasingly  important  role  in  the 
i management  of  patients  with  addic- 
I five  disorders.^’®  An  awareness  of 
recent  trends  and  their  treatment 
, implications  should  make  the  physi- 
cian’s role  central  to  successful 
intervention  in  patients  with  sub- 
I stance  abuse  problems. 


Epidemiologic  Trends 

The  elderly  and  the  adolescent 
populations  are  increasing  their 
rate  of  alcohol  and  other  drug 
abuse  to  adult  levels.  The  elderly, 
many  with  diminishing  physical 
stamina  and  social  resources,  are 


Table  1 

Populations  At  Risk  Of 
Developing  Substance  Abuse 
Problems 

1.  Health  Care  Professionals 

Physicians 

Nurses 

Medical  Students 

2.  High  Stress  Occupations 

Air  Traffic  Controllers 
Stockbrokers 

3.  Children  of  Alcoholics 

4.  Patients  with  a history  of  multiple 

hospitalizations  or  operations  in 
childhood. 


m 
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particularly  vulnerable  to  substance 
abuse.  The  impact  of  substance 
abuse  on  teenagers  is  substantial, 
considering  its  potentially  adverse 
effects  on  the  emotional,  social,  and 
physical  development  of  the  adoles- 
cent. Currently,  adolescent  prob- 
lem drinkers  are  estimated  to  num- 
ber 3.95  million. 

Substance  abuse  in  pregnant 
women  is  of  particular  risk  for  both 
the  mother  and  fetus.  Although 
fetal  alcohol  syndrome  was  de- 
scribed many  years  ago,  only  recent- 
ly have  the  effects  of  drugs,  such  as 
cocaine,  become  clear.® 

Professionals  who  work  in  health 
care,  such  as  physicians  and  nurses, 
constitute  a high  risk  group  for 
developing  substance  abuse.®  Other 
populations  at  risk  are  listed  in 
Table  1. 

Socioeconomic  Trends 

Public  awareness  of  alcoholism 
and  other  drug  dependence  has  ris- 
en significantly  over  the  last  1 0 
years.  A media  campaign  was  devel- 
oped portraying  substance  abuse  as 
a major  public  health  issue.  Stiffer 
legal  penalties  for  drunk  driving 
offenses  (DUI)  have  been  imple- 
mented. Attention  has  also  been 
drawn  to  the  problem  of  drug  abuse 
among  minorities  such  as  blacks 
and  Hispanics,  many  of  whom  are 
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viewed  as  particularly  susceptible  to 
substance  abuse. 

Intravenous  drug  abusers  are 
among  those  populations  at  high 
risk  for  developing  acquired  im- 
mune deficiency  syndrome  (AIDS). 
Whether  this  fact  will  lead  to  a 
decrease  in  the  prevalence  of  drug 
abuse  in  general,  a decline  in  intra- 
venous drug  administration,  or 
have  no  effect  at  all  is  as  yet  unde- 
termined. A study  to  investigate 
these  possibilities  could  invariably 
yield  important  epidemiologic  find- 
ings. 

The  adverse  effects  of  alcohol 
and  other  drug  abuse  on  industry 
have  been  recognized.  The  Alcohol, 
Drug  Abuse  and  Mental  Health 
Administration  estimates  that  alco- 
hol and  drug  abuse  costs  nearly 
$100  billion  in  lost  productivity 
each  year.’  The  role  of  the  supervi- 
sor with  problem  drinker  employees 
was  re-examined,®  and  many  com- 
panies found  it  beneficial  to  estab- 
lish employee  assistance  programs 
(EAP).  The  question  of  urine  test- 
ing at  the  workplace  has  become  a 
subject  of  heated  debate  at  the 
highest  levels  in  government, 
national  sports,  and  politics.^  The 
American  Occupational  Medical 
Association  in  1986  issued  specific 
guidelines  for  drug  screening  in  the 
workplace  to  insure  proper  utiliza- 
tion of  such  testing.'® 

Perhaps  most  emotionally- 
charged  of  all  societal  issues  related 
to  alcohol  and  drug  abuse  is  that  of 
child  abuse.  Physical,  emotional, 
and  sexual  abuse  of  children  can  be 
attributable  to  adult  substance 
abuse. 

Changing  Patterns 

Twelve  million  Americans  use 
cocaine  at  least  once  a year,  and  six 
million  are  current  users.  In  five 
years,  cocaine-related  deaths  and 
emergency  room  visits  have  tripled. 
Cocaine  abusers  represent  an 
increasingly  larger  segment  of  inpa- 
tient admissions."  One  method  of 
preparing  cocaine  (freebase),  and  a 
cheaper  and  more  readily  available 
form  of  the  substance  (crack)  have 
contributed  to  cocaine’s  high  addic- 
tive rate. 

On  the  other  hand,  nicotine 
dependence  showed  a significant 
decline  in  this  country  between 
1964  and  1985.  Prevalence  has 


dropped  from  45%  to  30%  for  per- 
sons 18  years  of  age  and  older,  but 
the  gap  between  male  and  female 
smokers  is  narrowing.’^  Nicotine 
chewing  gum  was  introduced,  how- 
ever, the  extent  of  its  effectiveness 
or  the  exact  role  it  plays  in  the 
outcome  of  long-term  treatment  of 
nicotine  dependence  is  yet  to  be 
determined. 

Other  abused  drugs  declining  in 
popularity  include  hallucinogens 
and  certain  drug  “combinations” 
such  as  “T’s  and  blues”  (pentazo- 
cine and  tripelennanline). 

Considering  all  patterns  of  drug 
abuse,  the  most  significant  phenom- 
enon currently  observed  is  the  ten- 
dency toward  polyaddiction.  More 
patients  are  presenting  for  treat- 
ment with  multiple  substance 
abuse.  Alcoholics  often  report  the 
use  of  sedative-hypnotics,  while  oth- 
er drug  addicts  describe  more  fre- 
quent and  concurrent  consumption 
of  alcohol. 

The  Proliferation  of  Self-Help 
Groups 

Numerous  self-help  groups  have 
been  formed  in  the  last  few  years. 
Their  aim  has  been  primarily  sup- 
portive. For  the  most  part,  these 
groups  have  adopted  the  same  prin- 
ciples which  were  set  earlier  by 
Alcoholics  Anonymous.  Groups 
include  gamblers,  people  with  eat- 
ing disorders,  and  sexual  addicts. 
Many  of  these  programs  utilize  con- 
cepts which  have  proved  useful  in 
understanding  the  family  dynamics 
of  the  addict. 

Other  terms  such  as  “co-depen- 
dency” may  have  been  hastily  intro- 
duced, and  not  fully  supported  by 
research  data.  One  questions  the 
need  for  introducing  the  co-depen- 
dency term  when  a diagnosis  of 
adjustment  disorder  is  already  in 
place  in  the  Diagnostic  and  Statisti- 
cal Manual  of  Mental  Disorders 
(DSM-III-R).'® 

Recent  Understanding  of  the 
Concept  of  Addiction 

The  term  addiction,  following  a 
brief  lull  in  its  usage,  is  regaining  its 
popularity  in  literature.  This  is  due, 
in  part,  to  the  fact  that  no  specific 
chemical  name  is  attached  to  it, 
hence,  less  emphasis  is  placed  on 
the  choice  of  a specific  drug  of 
abuse  and  more  on  the  condition 


itself.  The  concept  is  further  sup- 
ported by  the  recent  observation  of 
the  shift  to  polyaddiction  (the  abuse 
of  two  or  more  substances),  and: 
sequential  addiction  (switching 
from  one  substance  abuse  to  anoth- 
er). 

Common  characteristic  factors; 
tend  to  link  alcohol  and  substance 
abuse  on  one  hand  and  other  j 
pathological  behaviors  on  the  oth-, 
er.  Compulsive  gambling,  eating 
disorders  (anorexia  nervosa,  bulim- 
ia), compulsive  spending,  lying  and 
sexual  addiction  are  seen  as  defen-, 
sive  behavior  against  intolerable 
and  painful  affects.  The  addict  uses 
them  as  a way  of  dealing  with  the 
harsh  demands  of  reality.  Other 
commonalities  include  poor  im- 
pulse control,  compulsivity,  and 
polysymptomatic  clinical  presenta- 
tions. The  natural  history  of  these 
disorders,  furthermore,  share  a 
chronic  and  rather  progressive 
course. 

In  general,  addicted  patients 
have  a specific  deficit  in  tension- 
regulating mechanisms.  Healthier 
sublimatory  defense  mechanisms 
are  poorly  developed.  Instead, 
more  primitive  defenses  such  as 
projection  or  all-or-none  phenome- 
non are  utilized.  Due  to  this  regula- 
tory deficit,  tension  generated  by 
the  requirements  of  daily  life  can 
not  be  dealt  with  on  a timely  or 
gradual  fashion.  Unpredictable  epi- 
sodes of  intense  discharge  of  ten- 
sion ensue,  sometimes  taking  the 
form  of  violent  and  irrational 
behavior,  leading  to  further  perpet- 
uation of  the  cycle  of  abuse. 

Khantzian'^  described  a similar 
hypothesis  of  self  medication.  He 
saw  the  addict’s  use  of  drugs  as  an 
attempt  at  self-medication  against 
painful  affects. 

The  Role  of  the  Physician 

Physicians  competent  in  treating 
alcoholics  must  periodically  update 
their  clinical  knowledge  and  skills, 
not  only  in  the  area  of  withdrawal 
treatment,  but  in  other  aspects  of 
long-term  psychosocial  manage- 
ment of  substance  abusers  as  well. 
Special  continuing  medical  educa- 
tion (CME)  seminars  are  available 
for  this  purpose. 

At  the  undergraduate  level,  med- 
ical student  education  should  spe- 
cifically address  the  question  of  stu- 
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dent  and  physician  vulnerability  to 
substance  abuse.  Conferences  held 
at  Illinois  medical  schools  address- 
I ing  medical  student  impairment 
have  been  suggested.'’’ 

Increased  research  in  the  diagno- 
sis and  treatment  outcome  of  alco- 
hol and  substance  abuse  wil>  pro- 
vide a basis  for  recognition  of  these 
conditions.  Residency  training  pro- 
grams offer  a great  opportunity  to 
build  a strong  foundation  for  the 
training  physician  to  improve  his  or 
her  knowledge,  skills,  and  attitudes 
toward  helping  addicted  patients. 

The  question  of  stereotyped  and 
'often  negative  attitudes  toward  sub- 
! stance  abusers  continues  to  pose  a 
problem  for  some  physicians.  A re- 
examination of  such  attitudes,  and 
'the  adoption  of  an  open,  non-judg- 
mental  and  non-moralizing  ap- 
proach, should  improve  the  com- 
munication between  doctors,  pa- 
tients and  their  families,  and  con- 
J tribute  to  a positive  patient/doctor 
Relationship.  Physicians  could  pro- 
vide necessary  education  about  the 
.disease  concept  of  alcohol  and  drug 
labuse  and  the  treatment  modalities 
lof  these  disorders.  Such  an  educa- 
tion should  lead  to  reducing  the 
jsocial  stigma  attached  to  addicted 
ipatients. 

In  dealing  with  substance  abusers 
'in  various  clinical  settings,  physi- 
icians  often  find  themselves  working 
hand  in  hand  with  professionals 
'from  other  disciplines.  In  addition 
to  social  workers,  psychologists  and 
nurses,  others  who  play  an  impor- 
tant role  in  substance  abuse  are 
I mental  health  workers,  clergymen, 
'individuals  from  the  legal  system 
land  volunteers  from  self-help 
I groups.  For  a well-coordinated  mul- 
1 tidisciplinary  approach,  physicians 
ought  to  take  a leading  role  in  the 
treatment  team.  They  need  to  com- 
imunicate  effectively  and  directly 
with  all  team  members.  Knowledge 
lof  certain  Alcoholics  Anonymous 
|(AA)  concepts  and  street  drug  ter- 
minology should  facilitate  this  com- 
imunication.  In  addition,  a variety  of 
I available  support  from  self-help 
j groups  could  be  incorporated  in 
I the  overall  treatment  plan. 

, The  question  of  who  among  phy- 
jsicians  should  primarily  treat  the 
addicted  patient  is  a topic  which  is 
; currently  under  discussion.  Physi- 
Icians  from  various  specialties  and 


different  clinical  settings  involved 
in  care  and  treatment  programs 
originally  designed  for  patients  with 
a single  abuse  are  now  accepting 
polydrug  abusers.  To  reflect  this 
shift,  programs  have  changed  their 
names  to  emphasize  the  treatment 
of  chemical  dependence  or  sub- 
stance abuse  in  general. 

Challenges  Ahead 

Presently,  a number  of  chal- 
lenges are  facing  physicians  in  this 
held.  The  way  these  challenges  will 
be  dealt  with  will  eventually  deter- 
mine the  usefulness  of  the  theories, 
as  well  as  the  effectiveness  of  the 
treatment  modalities  and  ap- 
proaches currently  utilized.  The  fol- 
lowing is  a list  of  some  of  the  issues 
in  question: 

■ Insurance  coverage. 

In  comparison  to  the  staggering 
economic  toll  resulting  from  the 
addictive  disorders,  the  amount 
of  insurance  coverage  and  third 
party  payment  continues  to  lag 
far  behind.  Further  studies  to 
reflect  the  eventual  economic 
savings  with  treatment  should 
extend  the  coverage  to  all  who 
are  in  need  of  treatment. 

■ Matching  of  patients  with  treat- 
ment modalities. 

Although  the  indications  for 
inpatient  versus  outpatient  treat- 
ment have  been  clarified,'®  the 
matching  of  a specihc  treatment 
modality  {i.e.,  individual,  family, 
or  group  therapy,  newer  medica- 
tions) to  a patient’s  needs  con- 
tinues to  lack  a much-needed 
cohesiveness.  Further  research 
may  delineate  different  patient 
subpopulations  who  will  re- 
spond to  specific  treatment 
approaches. 

■ The  treatment  of  the  addicted 
psychiatric  patient. 

Patients  with  addictive  diagno- 
ses as  well  as  a co-existing  major 
psychiatric  problem,  such  as 
schizophrenia  or  bipolar  disor- 
der, constitute  a patient  group 
which  is  grossly  underserved  at 
the  present  time.  Despite  their 
compounded  problems,  these 
patients  do  not  easily  fit  into 
programs  designed  to  treat  pri- 
marily a psychiatric  or  addicted 
population.  A novel  approach 
which  effectively  combines  ser- 
vices for  those  patients  is  sorely 


needed.  Obviously,  training  of 
professionals  in  such  interven- 
tions forms  the  hrst  step  in  this 
effort.  Further  research  is 
needed  regarding  the  preva- 
lence of  co-existing  psychiatric 
illness  and  the  impact  of  these 
conditions  on  traditional  sub- 
stance abuse  treatment. 

Summary 

Physicians  and  substance  abuse 
treatment  centers  are  being  con- 
fronted with  the  necessity  to  re- 
examine the  basic  models  they  have 
been  operating  under  in  the  last  20 
years.  Recent  patterns  in  drug 
abuse  must  be  considered  in  such  a 
review  process.  Many  challenges  for 
the  physician  in  this  held  lay 
ahead. 

Various  biological  therapies 
(such  as  naltrexone  and  antidepres- 
sants), psychotherapeutic  tech- 
niques, psychosocial  interventions, 
and  social  support  systems  need  to 
be  incorporated  and  well-coordi- 
nated. The  primary  aim  of  such  an 
approach  is  to  maximize  treatment 
outcome  in  a cost-effective  man- 
ner. 

For  physicians  to  be  able  to  meet 
these  expectations,  a thorough  edu- 
cation at  all  levels  and  intensive 
research  will  be  required.  In  order 
for  the  physician’s  intervention  with 
addicted  patients  to  be  successful, 
they  should  assume  a leadership 
role  in  all  of  these  efforts.  i 
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ORIGINAL  COMMUNICATION 


An  Unusual  Cause 
of  Breast  Mass  in  a Male 

Cysticercosis 


[fiK  Regina  G.  Paloyan,  M.D.,  Diane  V.  Dado,  M.D.,  and 
iAlireza  Armin,  M.D. /Maywood 

A 56-year-old  businessman  who  had  recently  travelled  to  Mexico 
'presented  for  evaluation  of  an  asymptomatic  unilateral  breast  mass.  The 
{patient's  physical  examination  and  preoperative  workup  were 
unremarkable.  The  mass  was  excised  and  a cystic  lesion  was  found 
embedded  in  the  pectoralis  major.  Upon  histologic  examination,  the  cyst 
proved  to  be  Cysticercus  cellulosae.  Parasitic  infections  should  be 
considered  in  the  differential  diagnosis  of  asymptomatic  masses  in  a 
patient  who  has  travelled  to  developing  countries. 


Breast  disease  is  an  unusual  occur- 
rence in  males.  When  a discrete 
mass  occurs  in  the  male  hreast, 

I carcinoma  is  part  of  the  differential 
diagnosis  until  proven  otherwise  hy 
excisional  biopsy.  We  present  an 
unusual  case  of  cysticercosis,  which 
is  the  larval  form  of  Taenia  solium, 
presenting  as  an  asymptomatic 
breast  mass  in  a 56-year-old  male 
evaluated  for  excisional  biopsy. 
Although  this  parasitic  disease  is 
endemic  in  third  world  countries 
and  has  previously  been  rare  in  the 
U.S.,  it  has  recently  become  more 
jprevalent  and  has  the  potential  to 
^become  endemic  in  this  country.'’^ 

I 

I 

(Case  Report 

A 56-year-old  male  was  referred 

I for  excisional  biopsy  after  his  pri- 
vate physician  discovered  a breast 
mass  on  routine  examination.  On 
presentation  an  asymptomatic, 
|firm,  mobile  mass,  present  for  an 
[indeterminate  length  of  time,  was 

I 
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Figure  1 
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Figure  1 A.  Muscle  with  intact  cyst  wall 
and  larvae. 


Figure  1 B.  Section  of  Cysticercus  cellu- 
losae, demonstrating  characteristic 
rostellum  with  hooks. 
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palpable  in  the  upper,  outer  quad- 
rant of  the  breast.  The  overlying 
skin  was  not  involved.  The  rest  of 
the  physical  examination  and  pre- 
operative workup  was  unremark- 
able. At  surgery,  a firm,  three-centi- 
meter mass  was  found  within  the 
pectoralis  major  muscle.  The  mass 
was  removed  with  a rim  of  muscle 
tissue  and  the  wound  was  closed  in 
layers.  A frozen  section,  performed 
on  the  muscle  tissue  at  the  time  of 
surgery,  revealed  myositis  with  atro- 
phy. Permanent  section  confirmed 
the  chronic  myositis  and  also 
revealed  a mass  consisting  of  a 
fibrous-walled  cyst  enclosing  a flu- 
id-filled center  with  Cysticercus  cellu- 
losae.  The  patient  had  no  other  pal- 
pable masses  or  systemic  involve- 
ment and  was  to  be  followed-up 
closely  by  the  infectious  disease  ser- 
vice. 

Pathology 

Permanent  section  of  the  speci- 
men revealed  a cyst  with  a white, 
thick,  multilayered  fibrous  tissue 
wall  and  an  extensive  foreign  body 
inflammatory  reaction.  The  lining 
layer  was  yellow  in  color  with 
minute  bumps.  The  cyst  cavity  was 
filled  with  straw  colored  fluid.  In 
the  center  was  Cysticercus  cellulosae, 
which  is  the  larval  form  of  Taenia 
solium.  It  had  the  characteristic  ros- 
tellum  with  hooks,  not  seen  in  Tae- 
nia saginata.  (Figure  I) 

Discussion 

Our  patient  presented  with  a 
firm  mass  that  appeared  to  be  in  the 
upper  outer  quadrant  of  his  breast 
tissue.  Although  the  initial  differen- 
tial diagnosis  included  breast  carci- 
noma, suspicion  of  malignancy 
remained  high  even  at  operation, 
when  the  mass  was  found  to  be  in 
the  muscle.®  A mass  due  to  a para- 
sitic systemic  infection  was  not  even 
considered  until  the  cyst  was 
opened  for  permanent  section. 
Only  at  this  time  was  a travel  history 
to  Mexico  within  the  last  1 2 months 
elicited.  Although  systemic  infec- 
tion with  the  adult  tapeworm  or 
larval  form  of  cysticercosis  is  rare  in 
the  United  States,  it  is  endemic  in 
our  southern  hemisphere,  Africa 
and  India,  and  is  the  most  common 
parasitic  brain  disease  in  the 
world. 

Intestinal  infestation  of  a prima- 


ry host  (man)  with  the  Taenia  solium 
tapeworm,  which  often  are  two  to 
seven  meters  long,  occurs  from 
ingesting  the  cysts  in  inadequately 
cooked  pork.  The  cyst  wall  is 
degraded  in  the  stomach,  the  head 
of  the  tapeworm  attaches  to  the 
jejunal  mucosa  and  tapeworm  eggs 
pass  with  the  feces  to  contaminate 
the  soil.  The  intermediate  host  (the 
pig)  ingests  the  eggs  and  the 
ingested  larvae  penetrate  the  gut 
wall,  enter  the  bloodstream  and 
develop  in  other  tissues. The 
larvae  have  a predilection  for  skin, 
skeletal  muscle  and  the  central  ner- 
vous system.'*  Humans  can  become 
an  intermediate  host  (as  our  patient 
was)  by  ingesting  Taenia  solium  eggs 
in  fecally  contaminated  water  or 
food  or  through  autoinfection.'  * 

Patients  with  cysticercosis  can  be 
asymptommatic  if  the  larvae  are 
located  in  non-strategic  body  tis- 
sues.®® Twenty  to  fifty  percent  of 
patients  are  without  symptoms.*® 
Others  present  with  headaches,  sei- 
zures, ataxia,  confusion,  nausea  and 
vomiting  with  cerebral  involvement 
and  myalgias  when  there  is  muscu- 
lar involvement. Diagnosis  is 
often  times  based  on  a high  index  of 
suspicion.  A CAT  scan  of  the  head 
may  show  the  cysts,  if  the  larvae  are 
alive,  or  characteristic  punctate  cal- 
cifications after  the  larvae  die.'®® 
Serologic  testing  by  indirect  hema- 
gluttination  is  not  specific  enough 
to  diagnose  cysticercosis,  as  false 
positive  and  negative  tests  frequent- 
ly occur.'  " A definitive  diagnosis  is 
only  possible  with  excisional  biopsy 
of  an  accessible  lesion. 

Treatment  of  the  disease  includes 
removing  accessible  cysts  and  treat- 
ing symptoms  as  they  become 
apparent  (surgically  decompressing 
hydrocephalus,  antiseizure  medica- 
tion, steroids,  etc.).^  Recently, 
reports  of  success  with  the  antitre- 
matode  medication,  praziquantel 
(originally  designed  to  treat  schisto- 
somiasis), have  appeared  in  other 
countries.'®  This  drug,  not  yet 
approved  for  the  treatment  of  cysti- 
cercosis in  the  United  States,  needs 
further  testing  to  determine  dosage 
schedules  and  length  of  treatment 
course,  as  it  is  not  without  signifi- 
cant side  effects.'  ®®  '® 

Summary 

Cysticercosis,  or  the  larval  form 


of  Taenia  solium,  presenting  in  a 
middle-aged  male  is  an  unusual 
cause  of  a breast  mass.  A history  of 
travel  to  Mexico,  where  the  disease 
is  endemic,  explained  the  occur- 
rence of  the  disease  in  the  larval 
form  in  our  patient.  Treatment  con- 
sisted of  excision  of  the  accessible 
lesion.  The  patient  continues  to  be 
asymptomatic  six  months  later. 

Transmission  of  cysticercosis 
within  the  United  States  has  been 
documented  in  Los  Angeles.  With  j 
increasing  travel  and  immigration 
from  southern  hemisphere  and  oth- 
er third  world  countries,  cysticerco- 
sis can  be  expected  to  increase  in 
this  country.'  Travel  history  should 
become  part  of  the  medical  history. 
Parasitic  disease  should  be  included 
in  tbe  differential  diagnosis  of  cystic 
lesions  in  the  soft  tissues. 
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Table  seams;  where  germs  go  to  party. 


Examining  room  table  tops  w'ith  seams  and  crevices  attract  the  worst  kinds  of  dirt 
and  germs.  Enochs  seamless  vacuum-formed  tops  virtually  eliminate  places  for  germs 
to  hide.  Which  cuts  down  on  cross-contamination.  And  makes  Enochs  tables  much  easier 
to  clean.  Our  tops  are  impermeable  to  moisture,  and  resistant  to  mildew,  mold  and 
sulfide  stains.  It's  time  you  examined  your  examining  room  r"  k i I ^ 

furniture.  Call  1-800-428-2305  for  the  nearest  Enochs 

dealer.  In  Indiana  call  317-842-6255.  After  all,  buying  the  Evjminmg  room  furniiurc  \\orth  examining, 
wrong  examining  room  furniture  is  no  laughing  matter,  p o,  bo.x  50104.  indi.in,ipoiis,  in  402^0 
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ORIGINAL  COMMUNICATION 


Hemolytic  Uremic 
Syndrome 


By  Dennis  R.  Caffery,  M.D. /Peoria 


Hemolytic  uremic  syndrome  (HUS)  is  a disease  characterized  by 
anemia,  thrombocytopenia  and  renal  failure.  It  is  preceded  by  a 
prodrome  illness.  HUS  is  not  a rare  disease,  but  it  must  be  recognized  by 
the  primary  care  physician  in  order  to  start  appropriate  treatment. 


Hemolytic  uremic  syndrome  (HUS) 
was  first  described  by  Glasser,  et  al., 
in  1955.'  HUS  is  characterized  by  a 
triad  of  features:  acute  renal  fail- 
ure, microangiopathic  anemia  and 
thrombocytopenia.''^  At  clinical 
presentation  one  of  these  features 
may  be  lacking  while  others  may 
vary  in  intensity.^ 

HUS  has  developed  in  a variety 
of  clinical  settings  ranging  from 
pregnancy  to  infancy. However, 
the  most  typical  presentation  is  in  a 
child  one  to  four  years  of  age  who 
has  a prodrome  of  diarrhea  (often 
bloody)  progressing  to  renal  failure, 
anemia  and  thrombocytopenia. 

Although  HUS  is  not  a common 
disease,  many  primary  care  physi- 
cians will  have  contact  with  a case  in 
their  careers,  and  should  be  able  to 
make  the  diagnosis  when  there  is  a 
typical  presentation.  Early  recogni- 
tion will  avoid  unnecessary  diagnos- 
tic testing  and  facilitate  rapid  and 
appropriate  referral  and  treat- 
ment. 

Case  Presentation 

A 22-month-old  boy  was  trans- 
ferred to  a medical  center  for  fur- 
ther evaluation  of  gastroenteritis. 
His  medical  history  was  unremarka- 
ble except  for  inadequate  immuni- 
zations with  only  two  DPTs.  He  was 
well  until  six  days  prior  to  admission 


to  the  medical  center,  when  he 
began  having  liquid  green  diarrhea 
with  some  hematochezia.  He  was 
started  on  amoxicillin  for  his  diar- 
rhea three  days  prior  to  admission 
and,  except  for  the  diarrhea,  had  no 
other  complaints.  He  maintained  an 
adequate  oral  intake.  Two  days 
prior  to  admission  to  the  medical 
center  he  presented  at  an  outlying 
hospital  with  persistent  diarrhea, 
decreased  urination  and  vomiting. 
He  was  admitted  with  a diagnosis  of 
gastroenteritis  and  dehydration. 
Physical  exam  at  that  time  revealed 
a temperature  of  100.4  rectally,  a 
benign  abdomen  and  negative  rec- 
tal exam.  He  was  treated  with  tri- 
methoprim and  sulfamethoxazole 
orally  and  intravenous  rehydration 
solutions.  Over  the  next  two  days  he 
continued  to  have  three  to  six 
greenish  liquid  stools  per  shift  with 
frequent  emesis,  and  continued  to 
run  a low  grade  temperature.  Labo- 
ratory tests  from  the  outlying  hospi- 
tal showed  an  increase  in  WBCs 
from  15,400  to  23,600,  a drop  in 
hemoglobin  from  14.1  to  10.5  and 
a decrease  in  platelets  from 
411,000  to  100,000  over  two  days. 
His  electrolytes  showed  a dropping 
potassium  and  bicarbonate  with  a 
falling  blood  pH.  Urinalysis  was 
normal  and  stool  cultures  showed 
normal  flora.  He  was  then  trans- 


ferred to  our  institution  for  further : 
evaluation. 

More  detailed  history  failed  to 
reveal  any  recent  travel,  unusual 
food  or  other  diarrheal  illness  in  the 
family.  The  child  was  alert  but  pale, 
and  was  found  to  have  an  elevated  I 
systolic  blood  pressure  of  1 20  with  i 
a temperature  of  101.0  rectally.  He 
had  some  edema  of  the  eyelids,  but ' 
none  elsewhere.  Abdominal  exam  i 
revealed  typanitic  bowel  sounds  but  i 
no  distention  or  tenderness.  He  did ' 
have  Hematest  positive  stools. 

Chest  and  abdominal  x-rays 
along  with  sonography  suggested  a . 
possible  intussusception.  Barium 
enema  was  performed  which  i 
showed  mucosal  changes  consistent . 
with  colitis  or  ischemic  bowel.  It  was  i 
felt  he  did  not  have  a surgical  abdo-  | 
men.  | 

The  child  remained  stable  i 
throughout  the  day  following  i 
admission  but  had  persistent  diar-  ( 
rhea  as  well  as  dry  heaves.  He  i 
remained  somewhat  listless  and  Ij 
developed  edema  of  the  hands.  Late  : 
in  the  day  he  was  noted  to  be  anuric 
for  six  hours  despite  adequate  IV 
fluids.  Laboratory  data  showed  an ; 
increase  in  BUN  from  39  on  admis-  • 
sion  to  49  late  in  the  day  following 
admission.  His  sodium  had  fallen  to  : 
130  and  potassium  had  risen  to  5.1. 
A 1 2-channel  chemistry  revealed  a i 
creatinine  of  3.5,  a total  protein  of 
3.7,  an  albumin  of  2.0,  an  LDH  of 
2,534,  an  SCOT  of  138  and  a uric 
acid  of  9.9.  Stool  cultures  again 
revealed  no  pathogens.  After  exam- 
ination of  the  data  collected  over 
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Table  1 
Forms  of  HUS 


Description 


Classic 


Postinfectious 


Hereditary 


Immune  pathogenesis 

Association  with  other 
illnesses 

Associated  with  pregnancy 


Affects  children  less  than  3-4  years  old.  Prodrome 
is  that  of  bloody  diarrhea.  Prostacylin  function  is 
usually  maintained.  Verotoxin  producing  E.  coli 
may  be  an  inciting  agent.  Prognosis  is  usually 
good.  Usually  not  recurrent. 

Etiologic  agents  such  as  Shigella,  S.  pneumonia 
and  Salmonella  typhi  are  found.  Endotoxemia  and 
Die  may  be  present.  Worse  prognosis.  Usually  not 
recurrent. 

This  may  be  autosomal  dominant  or  recessive. 
Occurs  at  any  age.  May  be  recurrent.  There  may  be 
prostacyclin  synthesis  or  activity  dysfunction. 

There  is  low  plasma  C3  with  activation  of  the 
alternate  pathway  and  glomerular  C3  deposits. 

Such  as  SLE,  scleroderma,  malignancy,  hyperten- 
sion, etc. 

Related  to  pregnancy  or  contraceptive  use. 


the  past  20  hours  since  admission,  a 
presumptive  diagnosis  of  HUS  was 
made. 

At  this  time  the  patient  was  trans- 
ferred to  a pediatric  intensive  care 
unit  at  another  hospital  for  further 
evaluation  where  he  remained  for 
16  days.  Treatment  consisted  of 
plasmapheresis  and  hemodialysis 
for  acute  renal  failure.  This  eventu- 
ally was  switched  to  peritoneal  dial- 
ysis. He  remained  anuric  for  1 2 
days,  but  by  the  sixteenth  hospital 
day  he  had  an  adequate  urine  out- 
put. His  course  was  complicated  by 
anemia  requiring  transfusion,  tran- 
sient seizures,  transient  hyperten- 
sive episodes  and  thrombocytope- 
nia with  a platelet  count  as  low  as 
44,000. 

Peritoneal  dialysis  was  stopped 
on  the  sixteenth  hospital  day  as  his 
renal  function  was  improving.  He 
remained  mildly  anemic,  but  his 
platelet  count  had  returned  to  nor- 
mal. The  patient  was  discharged  on 
the  twenty-second  hospital  day  with 
improving  renal  function  and  a 
prognosis  for  complete  recovery 
and  nonrecurrence. 

Discussion 

, Hemolytic  uremic  syndrome 
I (HUS),  thrombotic  thrombocytope- 
nia purpura  (TTP),  and  the  disor- 
ders between  these  entities  repre- 
isent  a spectrum  of  terminal  patho- 
logic processes.^  *’  At  times  there  is 
1 overlap  between  TTP  and  HUS, 
although  HUS  usually  affects  a 
younger  patient  and  has  a better 
[prognosis.^ 

The  exact  pathogenetic  mecha- 
Inism  which  results  in  the  clinical 
j picture  of  HUS  is  not  known. ® In 
some  cases  there  appears  to  be  an 
endotoxin  which  damages  the  endo- 
thelium of  blood  vessels,  resulting 
in  platelet  aggregation  and  micro- 
: vascular  hemolysis.^®  ’ Researchers 
have  found  a platelet  aggregating 
factor  as  well  as  an  increased  titer  of 
factor  Vlll-Von  Willebrand  factor 
in  some  HUS  patients.®  A deficiency 
of  prostacyclin,  which  is  a vasodilat- 
ing and  an  antiplatelet  aggregating 
j substance,  has  been  found  inconsis- 
tently in  some  HUS  patients.®® 
[Unfortunately,  there  is  probably  a 
cycle  of  microvascular  thrombosis 
followed  by  hemolysis,  which  trig- 
gers further  thrombosis  and  the 
i release  of  more  aggregating  fac- 


tors. 

Various  etiologic  agents  have 
been  associated  with  HUS.  Viruses 
such  as  coxsackie,  ECHO,  and 
adnoviruses  have  been  demonstrat- 
ed by  culture  or  titer  change  in 
HUS  patients.'^  Even  more  common 
is  the  association  of  Salmonella  and 
Shigella  with  HUS.^  (Pneumonococ- 
cal  URI  has  rarely  been  the  pro- 
drome for  HUS.^)  When  HUS 
affects  adults  it  is  commonly  associ- 
ated with  oral  contraceptives  or 
pregnancy.^’®  Individuals  with  he- 
reditary forms  may  have  specific 
biochemical  markers,  but  the  etiolo- 
gy of  inciting  events  is  uncertain.^’’ 
Verotoxin  producing  E.  coli  (VTEC) 
has  been  grown  from  stools  of  HUS 
patients  who  previously  were  classi- 
fied as  having  idiopathic  HUS.^'^® 
Experimental  models  have  shown  a 
similarity  between  the  endotoxin 
produced  by  VTEC  and  the  endo- 
toxin of  Shigella.^'^  '^  Unfortunately, 
VTEC  is  not  identified  on  routine 
stool  cultures  and  stool  samples 
must  be  sent  to  reference  labs. 

Because  HUS  has  such  a heterog- 
enous nature,  it  has  been  difficult 
to  further  classify  this  syndrome. 
Kaplan,  et  al.,’’  have  proposed  a 
classification  scheme  for  the  differ- 
ent types  of  HUS.  (Table  1). 
Although  this  classification  is  not 
definitive,  it  does  help  organize  the 
wide  spectrum  of  clinical  presenta- 


tions of  HUS. 

Clinical  Presentations 

The  clinical  picture  of  HUS  can 
be  quite  variable,  but  in  general, 
there  is  a prodrome  of  diarrhea 
with  or  without  bloody  diarrhea  and 
vomiting.^  '®  '®  A nondiarrhea  pro- 
drome will  present  in  less  than  1 0% 
of  cases.'®  A history  of  diarrhea  in 
other  family  members  is  present 
about  25%  of  the  time.'®  Mild  cases 
of  HUS  may  have  mild  azotemia, 
anemia  and  throbocytopenia  with 
an  uncomplicated  course.^  '®  Oth- 
ers may  develop  anuria  lasting  from 
days  to  weeks,  sometimes  progress- 
ing to  chronic  renal  failure.  Hyper- 
tension, jaundice,  petechiae  and 
dehydration  also  are  found  in  less 
than  25%  of  HUS  patients.  Central 
nervous  system  involvement  may 
indicate  a more  severe  case  of  HUS, 
with  neurologic  manifestations 
ranging  from  the  more  common 
seizures  to  the  less  common  person- 
ality changes,  coma,  hemiparesis 
and  dizziness. ^ Although  cerebral 
microthrombi  have  been  found, 
electrolyte  and  other  chemical 
abnormalities  may  be  responsible 
for  some  of  the  neurological  mani- 
festations.^'^ 

HUS  occurs  most  frequently  dur- 
ing summer  months,  with  an  annual 
incidence  of  nearly  one  per 
100,000  in  one  study.^®  Seventy 
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percent  of  the  cases  of  HUS  occur 
in  children  under  age  five,  with  a 
mean  age  of  one  to  four  years. It 
appears  to  be  an  endemic  disease 
with  some  groups  of  cases  closely 
related  in  time.^’^  Males  and  females 
are  affected  equally.  The  mortality 
rate  has  continued  to  fall  over  the 
last  20  years,  probably  due  to  a 
better  understanding  as  well  as 
improved  treatment  of  HUS.®  In 
one  large  study,  73%  of  patients 
recovered  completely,  15%  devel- 
oped residual  renal  impairment  and 
about  5%  died. 

Summary 

Treatment  for  mild  forms  of 
HUS  is  largely  supportive.^  In  more 
severe  forms  of  HUS  plasma  infu- 
sion as  well  as  plasmapheresis  have 
been  used,  presumably  adding  a 
deficient  factor  to  the  blood  or 
removing  a toxic  substance  from 
the  blood.'®  Hemodialysis  and  peri- 
toneal dialysis  are  being  used  for 
those  patients  in  renal  failure.'® 

In  summary,  HUS  is  a clinical 
entity  generally  presenting  with  the 
triad  of  anemia,  thrombocytopenia 
and  renal  failure  with  variable 
severity.  Our  patient  with  HUS  had 
a classical  presentation  of  the  dis- 
ease with  a prodrome  of  bloody 
diarrhea  and  no  etiologic  agent 
found.  These  patients  can  often  be 
a diagnostic  dilemma  because  of  the 
systemic  nature  of  the  disease.  In 
fact,  it  is  not  unusual  for  some  HUS 
patients  to  undergo  exploratory 
laparotomy  for  a presumed  acute 
surgical  abdomen.'^  Physicians 
need  to  keep  HUS  in  mind  for  those 
patients  in  the  proper  clinical  set- 
ting, in  order  that  correct  support- 
ive treatment  can  be  started 
promptly.  i 
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First  hundreds... 

Then  thousands... 


Any  change  of  insulin  should  be  made  cautiously  and 
only  under  medical  supervision.  Changes  in  refinement, 
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users  still  have.  The  lower  immunogenicity  of  Humulin  has  been 
shown  to  result  in  lower  insulin  antibody  titers;  thus,  Humulin 
may  help  to  prolong  endogenous  insulin  production  in 
some  patients. 
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SPECIAL  ARTICLE 


AMA  Report  Focuses  on  Issues 

Conflict 

of 

Interest 


In  April,  1987,  the  ISMS  Board  of  Trustees  directed  that  IMJ  excerpt 
the  1986  AMA  Council  on  Ethical  and  Judicial  Affairs  report  titled  above. 
The  abbreviated  material  below  covers  only  the  Council's  formal 
statements  on  the  subject.  The  complete  report,  which  includes 
appendices  and  illustrative  data,  may  be  obtained  by  contacting  the 
American  Medical  Association. 

Report  A of  the  Council  on  Ethical  and  Judicial  Affairs  identifies 
situations  which  may  give  rise  to  conflicts  of  interest  and  provides 
recommendations  for  resolving  them  to  the  patient's  benefit  and  in 
conformity  with  the  Council's  guidelines  and  public  policy.  These 
excerpts  are  reprinted  with  permission  of  the  American  Medical 
Association  from  the  Proceedings  of  the  House  of  Delegates,  December 
1986  Interim  Meeting. 


In  1984,  the  American  Medical 
Association  (AMA)  House  of  Dele- 
gates adopted  a series  of  statements 
on  Conflict  of  Interest,  which  had 
been  developed  by  the  AMA  Coun- 
cil on  Ethical  and  Judicial  Affairs. 
Those  statements  were: 

Physician  ownership  interest  in  a 
commercial  venture  with  the  poten- 
tial for  abuse  is  not  in  itself  unethi- 
cal. Physicians  are  free  to  enter 
lawful  contractual  relationships, 
including  the  acquisition  of  owner- 
ship interests  in  health  facilities  or 
equipment  or  pharmaceuticals. 
However,  the  potential  conflict  of 
interest  must  be  addressed  by  the 
following: 

1.  The  physician  has  an  affirma- 
tive ethical  obligation  to  dis- 
close to  the  patient  or  refer- 
ring colleagues  his  or  her 
ownership  interest  in  the 
facility  or  therapy  prior  to 
utilization. 


2.  The  physician  may  not  exploit 
the  patient  in  any  way,  as  by 
inappropriate  or  unnecessary 
utilization. 

3.  The  physician’s  activities  must 
be  in  strict  conformance  with 
the  law. 

4.  The  patient  should  have  free 
choice  either  to  use  the  physi- 
cian’s proprietary  facility  or 
therapy  or  to  seek  the  needed 
medical  services  elsewhere. 

5.  When  a physician’s  commer- 
cial interest  conflicts  so  great- 
ly with  the  patient’s  interest  as 
to  be  incompatible,  the  physi- 
cian should  make  alternative 
arrangements  for  the  care  of 
the  patient. 

The  Council  promulgated  these 
guidelines  to  supplement  its  opin- 
ion on  Health  Facility  Ownership 
by  Physician  which  provides: 

A physician  may  own  or  have  a 

financial  interest  in  a for-profit 


hospital,  nursing  home  or  other 
health  facility,  such  as  a free- 
standing surgical  center  or  emer- 
gency clinic.  However,  the  physi- 
cian has  an  affirmative  ethical 
obligation  to  disclose  his  owner- 
ship of  a health  facility  to  his 
patient,  prior  to  admission  or  uti- 
lization. 

Under  no  circumstances  may  the 
physician  place  his  own  financial 
interest  above  the  welfare  of  his 
patients.  The  prime  objective  of 
the  medical  profession  is  to  ren- 
der service  to  humanity;  reward 
or  financial  gain  is  a subordinate 
consideration.  For  a physician  to 
unnecessarily  hospitalize  a pa- 
tient or  prolong  a patient’s  stay  in 
the  health  facility  for  the  physi- 
cian’s financial  benefit  would  be 
unethical. 

If  a conflict  develops  between 
the  physician’s  financial  interest 
and  the  physician’s  responsibili- 
ties to  the  patient,  the  conflict 
must  be  resolved  to  the  patient’s 
benefit.  (Section  4.05,  Current 
Opinions  of  the  Council  on  Ethi- 
cal and  Judicial  Affairs,  1986) 

Acting  at  the  direction  of  the 
AMA  House  of  Delegates,  the 
Council  added  specific  recommen- 
dations to  their  guidelines.  Their 
1987  report  was  designed  to,  “iden- 
tify situations  that  may  give  rise  to 
conflicts  of  interest  and  provide 
suggestions  for  resolving  them  to 
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the  patient’s  benefit  in  conformity 
with  the  Council’s  guidelines,  and 
in  conformity  with  relevant  public 
policies.  Examples  of  conflicts  of 
interest  between  the  physician  and 
the  patient  are  provided  (a)  in  the 
absence  of  third  parties,  and  (b)  in 
the  presence  of  third  parties.” 

The  Council,  recommendations 
were  as  follows. 

Situations  with  the  Potential  for 
Conflict  of  Interest 

Example  1: 

Physician  dispenses  drug  or 
device  to  patient  for  profit. 
Recommendation  1; 

Although  there  are  circum- 
stances in  which  physicians  may 
ethically  engage  in  the  dispensing 
of  drugs,  devices  or  other  prod- 
ucts, physicians  are  urged  to 
avoid  regular  dispensing  and 
retail  sale  of  drugs,  devices  or 
other  products  when  the  needs  of 
patients  can  be  met  adequately  by 
local  ethical  pharmacies  or  sup- 
pliers. 

Example  2: 

Physician  refers  patient  to  a facil- 
ity or  service  owned  by  the  physi- 
cian in  whole  or  in  part. 
Recommendation  2: 

In  accordance  with  the  Council’s 
Conflict  of  Interest  Guidelines, 
physicians  may  refer  patients  to 
facilities  in  which  they  have  an 
ownership  interest.  However, 
physicians  should  seek  to  avoid 
even  the  appearance  of  impropri- 
ety in  medical  decisions  that  are 
even  remotely  related  to  their 
financial  interests. 

Example  3; 

Physician  pays  or  is  paid  by  third 
party  for  referral  of  patients. 
Recommendation  3: 

Referrals  should  be  based  upon 
the  referring  physician’s  confi- 
dence in  the  competence  and 
ability  of  the  individual  or  health 
care  facility’s  ability  to  perform 
the  services  needed  by  the 


patient.  When  services  are  pro- 
vided by  more  than  one  physi- 
cian, each  physician  should  sub- 
mit his  own  bill  and  be  compen- 
sated separately,  if  possible.  If 
this  is  not  possible  and  a fee  for 
services  personally  rendered  by 
more  than  one  physician  is  to  be 
divided,  the  nature  of  the  finan- 
cial arrangement  should  be  made 
known  to  the  patient.  Payments 
to  or  by  a physician  for  the  refer- 
ral of  patients  are  improper. 
Mere  referral  does  not  constitute 
a professional  service  for  which  a 
fee  may  ethically  be  charged. 

Example  4. 

Physician’s  income  is  related  to 
referral  of  patients  to  or  from  a 
third  party. 

Recommendation  4: 

Where  a physician’s  income  may 
be  enhanced  by  referrals  to  an 
entity  in  which  he  has  an  owner- 
ship interest,  income  generation 
should  be  separate  from  volume 
of  referrals  or  utilization.  Alter- 
natives might  include  corporate 
structures  where:  (1)  return  on 
equity  is  a fixed  or  independently 
determined  ratio  reflecting  capi- 
talization rather  than  individual 
professional  referrals;  (2)  man- 
agement and  professional  entities 
are  separate;  and/or  (3)  there  is 
independent  utilization  review, 
concurrently  or  retrospectively. 
Such  mechanisms  might  help  to 
assure  (1)  that  income  is  not  relat- 
ed to  the  number  of  referrals  or 
the  revenue  generated  by  the 
physician  owner  or  investor  but, 
instead,  to  ownership  and  equity 
considerations;  (2)  that  referrals 
are  made  for  medically  necessary 
services;  and  (3)  that  charges  are 
not  excessive. 

Recommendation  5: 

It  is  unethical  to  intentionally 
limit  utilization  of  needed  medi- 
cal services  to  the  detriment  of  a 
patient  for  the  physician’s  own 
profit.  If  a third  party  limits  a 
patient’s  access  to  necessary  med- 


ical services  contrary  to  standard 
medical  practice,  the  physician 
should  so  inform  the  patient  and 
protest  the  limitation.  j 

Conclusion 

Einancial  rewards  to  physicians 
for  the  referral  of  patients  or  for 
failing  to  refer  patients  for  neces- 
sary medical  services  can  have,  at 
least,  the  appearance  of  impropri- 
ety and  can  undermine  the  public’s 
confidence  in  the  medical  profes- 
sion. Medical  decisions  made  solely 
on  the  basis  of  financially  benefiting : 
the  physician  are  improper.  The 
overriding  principle  is  that  conflicts 
between  the  physician’s  financial 
interest  and  the  patient’s  medical 
interest  must  always  be  resolved  to 
the  benefit  of  the  patient.  Where 
the  conflict  is  so  great  that  the 
patient’s  interest  is  not  served,  the 
physician  must  cede  the  care  of  the 
patient  to  another  qualified  physi- 
cian. 

The  trust  and  dependence  repos- 
ited  in  the  physician  by  the  patient 
invokes  an  ethical  obligation  on  the 
part  of  the  physician  far  greater 
than  that  of  the  commercial  purvey- 
or of  services.  The  obligation  of  the 
physician  is  to  be  an  advocate  for 
the  patient.  A physician  must  exer- 
cise medical  judgment  indepen- 
dently of  his  own  or  a third  party’s 
financial  interests.  No  motive 
should  be  allowed  to  prevail  against 
the  physician’s  fundamental  role  of 
alleviating  the  suffering  of  his 
patients.  If  a third  party  attempts  to 
corrupt  the  physician’s  exercise  of 
medical  Judgment  on  behalf  of  his 
patients,  the  physician  must  be  the 
advocate  of  the  patient  and  vigor- 
ously oppose  those  who  are  adverse 
to  the  medical  interests  of  the 
patient.  If  the  physician’s  own  inter- 
ests are  adverse  to  the  patient’s 
interests,  alternative  arrangements 
must  be  made  for  the  care  of  the 
patient.  The  physician  must  never 
assume  a position  adverse  to  the 
interests  of  the  patient.  i 
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N. . .like  the  more  than  one  million  patients  who  have 

received  INDERAl?  LA. 
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In  a recent  survey,  4,120  participating  physicians  gave 
us  their  views^  on  INDERAL  LA  in  the  treatment  of 
hypertension,  angina  and  migraine. 

EWERAL  LA  is  their  preferred 
beta  blocker 

. . .of  the  nearly  three  out  of  four  physicians  responding 
to  the  questionnaire,  an  impressive  97%  rated  INDERAL 
LA  good  to  excellent  for  overall  performance.  Virtually  all 
cited  efficacy,  tolerability,  long-term  cardiovascular  pro- 
tection and  once-daily  convenience  as  important  factors 
in  their  choosing  to  prescribe  INDERAL  LA. 

INDERAL  LA  promotes  patient 
compliance 

. . .Virtually  every  responding  physician  rated  patient  sat- 
isfaction with  INDERAL  LA  to  be  as  good  as,  or  better 
than,  other  beta  blockers. 


Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used  in  the  presence 
of  congestive  heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block 
greater  than  first  degree  and  bronchial  asthma. 
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The  one  you  know  best 
keeps  looking  better 

Please  see  next  page  for  brief  summary  of  prescribing  information. 
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BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR.) 


INDERAL^  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 

DESCRIPTION.  INDERAL  LA  Is  formulated  to  provide  a sustained  release  of  propranolol  hydro- 
chloride. INDERAL  LA  Is  available  as  60  mg,  80  mg,  120  mg,  and  160  mg  capsules. 

CLINICAL  PHARMACOLOGY.  INDERAL  Is  a nonselective,  beta-adrenergic  receptor-blocking 
agent  possessing  no  other  autonomic  nervous  system  activity.  It  specifically  competes  with  beta-ad- 
renergic receptor-stimulating  agents  for  available  receptor  sites.  When  access  to  beta-receptor  sites 
Is  blocked  by  INDERAL,  the  chronotropic.  Inotropic,  and  vasodilator  responses  to  beta- 
adrenergic  stimulation  are  decreased  proportionately. 

INDERAL  LA  Capsules  (60,  80,  120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate.  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours  and  the 
apparent  plasma  half-life  Is  about  10  hours.  When  measured  at  steady  state  over  a 24-hour  period  the 
areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the  capsules  are  approxi- 
mately 60%  to  65%  of  the  AUCs  for  a comparable  divided  dally  dose  of  INDERAL  Tablets.  The  lower 
AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of  propranolol,  resulting  from  the  slower 
rate  of  absorption  of  propranolol.  Over  a twenty-four  (24)  hour  period,  blood  levels  are  fairly  constant 
for  about  twelve  (12)  hours  then  decline  exponentially, 

INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  conventional  propranolol 
and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four  times  dally  dosing 
with  the  same  dose.  When  changing  to  INDERAL  LA  from  conventional  propranolol,  a possible  need 
for  retltratlon  upwards  should  be  considered  especially  to  maintain  effectiveness  at  the  end  of  the 
dosing  Interval.  In  most  clinical  settings,  however,  such  as  hypertension  or  angina  where  there  Is  little 
correlation  betvreen  plasma  levels  and  clinical  effect,  INDERAL  LA  has  been  therapeutically  equiva- 
lent to  the  same  mg  dose  of  conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure 
and  on  24'hour  exercise  responses  of  heart  rate,  systolic  pressure,  and  rate  pressure  product. 
INDERAL  LA  can  provide  effective  beta  blockade  for  a 24-hour  period. 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  Indicated  in  the  management  of 
hypertension;  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive  agents, 
particularly  a thiazide  diuretic.  INDERAL  LA  Is  not  Indicated  in  the  management  of  hypertensive 
emergencies. 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis;  INDERAL  LA  Is  Indicated  for  the 
long-term  management  of  patients  with  angina  pectoris. 

Migraine:  INDERAL  LA  Is  indicated  for  the  prophylaxis  of  common  migraine  headache.  The 
efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been  established 
and  propranolol  Is  not  Indicated  for  such  use. 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hypertrophic 
subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced  angina,  palpitations, 
and  syncope.  INDERAL  LA  also  improves  exercise  performance.  The  effectiveness  of  propranolol 
hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of  the  elevated  outflow  pressure 
gradient  which  Is  exacerbated  by  beta-receptor  stimulation.  Clinical  improvement  may  be  temporary. 

CONTRAINDICATIONS.  INDERAL  Is  contraindicated  in  1)  cardiogenic  shock;  2)  sinus  bradycar- 
dia and  greater  than  first-degree  block:  3)  bronchial  asthma;  4)  congestive  heart  failure  (see  WARN- 
INGS) unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with  INDERAL. 

WARNINGS.  CARDIAC  FAILURE:  Sympathetic  stimulation  may  be  a vital  component  supporting 
circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure.  Although  beta  blockers  should  be  avoided  in  overt  congestive  heart 
failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  of  failure  who  are 
well  compensated  and  are  receiving  digitalis  and  diuretics.  Beta-adrenergic  blocking  agents  do  not 
abolish  the  Inotropic  action  of  digitalis  on  heart  muscle. 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers  can,  in 
some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart  failure,  the  patient 
should  be  digitalized  and/or  treated  with  diuretics,  and  the  response  observed  closely,  or  INDERAL 
should  be  discontinued  (gradually.  If  possible). 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina  and. 

In  some  cases,  myocardial  Infarction,  following  abrupt  discontinuance  of  INDERAL  therapy. 
Therefore,  when  discontinuance  of  INDERAL  Is  planned,  the  dosage  should  be  gradually  re- 
duced over  at  least  a few  weeks,  and  the  patient  should  be  cautioned  against  Interruption  or 
cessation  of  therapy  without  the  physician's  advice.  If  INDERAL  therapy  Is  interrupted  and 
exacerbation  of  angina  occurs,  it  usually  Is  advisable  to  reinstitute  INDERAL  therapy  and  take 
other  measures  appropriate  for  the  management  of  unstable  angina  pectoris.  Since  coronary 
artery  disease  may  be  unrecognized.  It  may  be  prudent  to  follow  the  above  advice  in  patients 
considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for 
other  Indications. 


Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  — PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA  BLOCKERS,  INDERAL 
should  be  administered  with  caution  since  It  may  block  bronchodllatlon  produced  by  endogenous 
and  exogenous  catecholamine  stimulation  of  beta  receptors. 

MAJOR  SURGERY:  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior  to 
major  surgery  Is  controversial.  It  should  be  noted,  however,  that  the  Impaired  ability  of  the  heart  to 
respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and  surgical 
procedures. 

INDERAL  (propranolol  HCI),  like  other  beta  blockers.  Is  a competitive  Inhibitor  of  beta-receptor 
agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  eg,  dobutamine  or  isopro- 
terenol. However,  such  patients  may  be  subject  to  protracted  severe  hypotension.  Difficulty  in  start- 
ing and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers. 

DIABETES  AND  HYPOGLYCEMIA:  Beta  blockers  should  be  used  with  caution  in  diabetic  patients  if 
a beta-blocking  agent  Is  required.  Beta  blockers  may  mask  tachycardia  occurring  with  hypoglycemia, 
but  other  manifestations  such  as  dizziness  and  sweating  may  not  be  significantly  affected.  Following 
Insulin-induced  hypoglycemia,  propranolol  may  cause  a delay  in  the  recovery  of  blood  glucose  to 
normal  levels. 


THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism.  The  V 
abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms  of  hyperti  I 
ism.  Including  thyroid  storm.  Propranolol  may  change  thyroid  function  tests,  Increasing  K, 
reverse  T3,  and  decreasing  T3.  (V 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been  repc  1# 
which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia  requiring  a d lU' 
pacemaker.  In  one  case  this  resulted  after  an  Initial  dose  of  5 mg  propranolol. 

PRECAUTIONS.  GENERAL;  Propranolol  should  be  used  with  caution  in  patients  with  Im'l 
hepatic  or  renal  function.  INDERAL  (propranolol  HCI)  Is  not  indicated  for  the  treatment  of  hyi  3 
sive  emergencies. 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  Intraocular  pressure.  Patients  should iK 
that  INDERAL  may  Interfere  with  the  glaucoma  screening  test.  Withdrawal  may  lead  to  a rel  | 
Increased  Intraocular  pressure.  f 


CLINICAL  LABORATORY  TESTS:  Elevated  blood  urea  levels  in  patients  with  severe  heart  di  k 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase.  ” 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs  such  as  k 
pine  should  be  closely  observed  If  INDERAL  (propranolol  HCI)  Is  administered.  The  if 
catecholamine-blocking  action  may  produce  an  excessive  reduction  of  resting  sytnpa  k 
nervous  activity  which  may  result  In  hypotension,  marked  bradycardia,  vertigo,  syncopal  at  1 
or  orthostatic  hypotension.  | 

Caution  should  be  exercised  when  patients  receiving  a beta  blocker  are  administered  a ca  1 
channel-blocking  drug,  especially  Intravenous  verapamil,  for  both  agents  may  depress  myot  r 
contractility  or  atrioventricular  conduction.  On  rare  occasions,  the  concomitant  intravenous  u:  ■ 
beta  blocker  and  verapamil  has  resulted  In  serious  adverse  reactions,  especially  In  patient  | 
severe  cardiomyopathy,  congestive  heart  failure,  or  recent  myocardial  infarction.  1 

Aluminum  hydroxide  gel  greatly  reduces  Intestinal  absorption  of  propranolol. 

Ethanol  slows  the  rate  of  absorption  of  propranolol.  ! 

Phenytoin,  phenobarbitone,  and  rifampin  accelerate  propranolol  clearance.  I 

Chlorpromazine,  when  used  concomitantly  with  propranolol,  results  In  increased  plasma  let  I 
both  drugs. 

Antipyrine  and  lidocaine  have  reduced  clearance  when  used  concomitantly  with  propranolol  1 
Thyroxine  may  result  in  a lower  than  expected  Tj  concentration  when  used  concomitantli  | 
propranolol. 

Cimetidine  decreases  the  hepatic  metabolism  of  propranolol,  delaying  elimination  and  Incre  1 
blood  levels.  , 

Theophylline  clearance  Is  reduced  when  used  concomitantly  with  propranolol. 
CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY:  Long-tenn  studies  In  an  | 
have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies  Ir  1 
rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  significant  dn 
duced  toxicity.  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage  levels.  Repn  I 
live  studies  in  animals  did  not  show  any  Impairment  of  fertility  that  was  attributable  to  the  drug  | 
PREGNANCY:  Pregnancy  Category  C.  INDERAL  has  been  shown  to  be  embryotoxic  In  a/' 
studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose. 

There  are  no  adequate  and  well-controlled  studies  In  pregnant  women.  INDERAL  should  be  • 
during  pregnancy  only  If  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

NURSING  MOTHERS:  INDERAL  Is  excreted  in  human  milk.  Caution  should  be  exercised : a 
INDERAL  Is  administered  to  a nursing  woman. 

PEDIATRIC  USE:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  tl) 
required  the  withdrawal  of  therapy.  i 

Cardiovascular:  Bradycardia;  congestive  heart  failure;  Intensification  of  AV  block;  hypoten  l| 
paresthesia  of  hands;  thrombocytopenic  purpura;  arterial  Insufficiency,  usually  of  the  Raynaud  H 
Central  Nervous  System:  Llght-headedness;  mental  depression  manifested  by  Insomnia,  lassl  J 
weakness,  fatigue:  reversible  mental  depression  progressing  to  catatonia;  visual  disturbances:  1 4 
cinations;  vivid  dreams;  an  acute  reversible  syndrome  characterized  by  disorientation  tor  time  1 
place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorlum,  and  decreased  pc  | 
mance  on  neuropsychometrics.  For  Immediate  formulations,  fatigue,  lethargy,  and  vivid  dre'l 
appear  dose  related.  ( 

Gastrointestinal:  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  consil 
tlon,  mesenteric  arterial  thrombosis.  Ischemic  colitis. 

Allergic:  Pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching  I 
sore  throat,  laryngospasm  and  respiratory  distress. 

Respiratory:  Bronchospasm. 


Hematologic:  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura. 
Auto-Immune:  In  extremely  rare  Instances,  systemic  lupus  erythematosus  has  been  reported. 
Miscellaneous:  Alopecia,  LE-llke  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence, 
Peyronie's  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions  Involving  the  1 
serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not  been  associ  I 
with  propranolol. 


DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride 
sustained-release  capsule  for  qdministration  once  dally.  If  patients  are  switched  from  INDE 
Tablets  to  INDERAL  LA  Capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic  effe 
maintained.  INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  INDEF 
INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels.  Retltratlon  may  be  necest : 
especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval. 

HYPERTENSION— Dosage  must  be  individualized.  The  usual  Initial  dosage  is  80  mg  INDERAlj 
once  dally,  whether  used  alone  or  added  to  a diuretic.  The  dosage  may  be  increased  to  120  mg  c' 
dally  or  higher  until  adequate  blood  pressure  control  Is  achieved.  The  usual  maintenance  dosac ! 
120  to  160  mg  once  dally.  In  some  Instances  a dosage  of  640  mg  may  be  required.  The  time  needet ' 
full  hypertensive  response  to  a given  dosage  Is  variable  and  may  range  from  a few  days  to  sev 
weeks. 

ANGINA  PECTORIS — Dosage  must  be  individualized.  Starting  with  80  mg  INDERAL  LA  once  d j 
dosage  should  be  gradually  Increased  at  three-  to  seven-day  Intervals  until  optimal  respons 
obtained.  Although  individual  patients  may  respond  at  any  dosage  level,  the  average  optimal  dos 
appears  to  be  160  mg  once  dally.  In  angina  pectoris,  the  value  and  safety  of  dosage  exceeding  320 
per  day  have  not  been  established. 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  ( 
WARNINGS). 

MIGRAINE  — Dosage  must  be  individualized.  The  Initial  oral  dose  Is  80  mg  INDERAL  LA  once  di 
The  usual  effective  dose  range  Is  160-240  mg  once  dally.  The  dosage  may  be  increased  graduall' 
achieve  optimal  migraine  prophylaxis.  If  a satisfactory  response  Is  not  obtained  within  four  to 
weeks  after  reaching  the  maximal  dose,  INDERAL  LA  therapy  should  be  discontinued.  It  may 
advisable  to  withdraw  the  drug  gradually  over  a period  of  several  weeks. 

HYPERTROPHIC  SUBAORTIC  STENOSIS-80-160  mg  INDERAL  LA  once  daily. 

PEDIATRIC  DOSAGE — At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too  llmitei 
permit  adequate  directions  for  use. 

*The  appearance  of  these  capsules  Is  a registered  trademark  of  Ayerst  Laboratories. 


Reference: 

1.  Data  on  file,  Ayerst  Laboratories. 
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SPECIAL  ARTICLE 


Effects  of  Implementation  and  Repeal 

Mandatory 

tME 


Institutional  sponsors  of  continuing  medical  education  (CME)  programs 
■md  a random  sample  of  physicians  in  Illinois  were  surveyed  concerning 
\he  effects  of  the  Implementation  and  subsequent  repeal  of  mandatory 
CME  legislation  for  physician  relicensure  in  Illinois.  This  research  was 
Conducted  by  a committee  of  the  Illinois  Council  on  Continuing  Medical 
Education  early  in  1985,  after  the  repeal  of  the  1978  law.  The  new 
Medical  Practice  Act  of  1987  does  not  require  a physician  to  obtain  a 
specific  number  of  CME  hours,  nor  to  acquire  a specific  category  of 
CME.  However,  it  does  require  participation  in  CME  activities  as  a 
condition  for  relicensure. 


On  January  1,  1978,  legislation 
mandating  continuing  medical  edu- 
cation (CME)  for  physician  relicen- 
sure in  Illinois  was  implemented  by 
the  State  of  Illinois.  On  January  1, 
1984,  the  legislation  was  repealed. 
The  implementation  and  subse- 
quent repeal  of  mandatory  CME 
provided  an  unprecedented  oppor- 
tunity to  assess  the  need  for  laws 
mandating  continuing  education 
for  physicians. 

Consequently,  all  institutional 
sponsors  of  CME  in  Illinois  and  a 
random  sample  of  Illinois  physi- 
cians were  surveyed  as  to  their  per- 
ceptions of  the  effects  of  the  man- 
datory CME  legislation  in  Illinois. 

A survey  questionnaire  was  sent 
! to  each  of  the  86  institutional  spon- 
I sors  of  CME  in  Illinois  accredited 
' through  the  Illinois  State  Medical 
^ Society.  Only  institutional  sponsors 
I accredited  as  of  1984  (before  the 
I repeal  of  mandatory  CME)  were 
included  in  the  survey.  Responses 
j were  obtained  from  80  of  the  86 
I institutions  (93%).  A comparable 


survey  questionnaire  was  sent  to  a 
sample  of  100  Illinois  physicians 
randomly  selected  from  Illinois 
State  Medical  Society  members  who 
had  been  in  practice  for  at  least  one 
year  prior  to  the  implementation  of 
mandatory  CME.  Questionnaires 
were  returned  by  76  physicians 
(76%). 

Questionnaires  to  both  groups 
asked  respondents  their  percep- 
tions of  the  effects  of  the  imple- 
mentation and  repeal  of  mandatory 
CME  on  the  following:  (1)  atten- 
dance at  CME  programs;  (2)  quality 
of  health  care  rendered  by  physi- 
cians; (3)  public  image  of  physicians 
in  Illinois;  and  (4)  incidence  of  mal- 
practice lawsuits. 

The  institutional  sponsor  ques- 
tionnaire also  asked  respondents  to 
report  their  perceptions  of  the 
effects  of  implementation  and 
repeal  of  mandatory  CME  on:  (1) 
the  number  of  CME  programs  they 
sponsored;  (2)  the  extent  of  finan- 
cial and  staff  support  for  CME  in 
their  institution;  and  (3)  planning  of 


CME  programs  within  their  institu- 
tion. 

Finally,  both  the  sponsor  and 
physician  questionnaires  asked  re- 
spondents their  positions  on  man- 
datory CME  when  it  was  still  in 
effect,  and  if  it  were  proposed  again 
for  Illinois  relicensure. 

Results 

The  accompanying  tables  repro- 
duce the  survey  forms  (absent  essay 
sections)  and  tabulated  results  for 
the  individual  and  institutional 
respondents.  Physicians  and  institu- 
tions were  largely  in  agreement  in 
most  instances;  exceptions  were 
perceptions  regarding  effect  on 
attendance  at  CME  programs,  par- 
ticularly those  offering  Category  1 
credit.  While  institutions  reported 
that  implementation  increased  at- 
tendance and  repeal  decreased  it, 
most  physicians  reported  no  change 
in  their  attendance  habits. 

Conclusion 

Mandatory  CME  continues  to  be 
a highly  controversial  issue  for  both 
sponsors  of  continuing  medical 
education  and  individual  physicians 
who  participate  in  CME  learning 
activities.  As  this  study  has  shown, 
many  perceptions  of  the  effects  of 
mandatory  CME  and  its  subsequent 
revocation  are  partly  dependent 
upon  whether  one’s  viewpoint  is 
that  of  an  institutional  sponsor  or  a 
participant. 

This  is  especially  indicated  in  the 
study’s  finding  that  most  sponsors 
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Institutional  Survey  Questionnaire  on  Mandatory  CME 

I.  Niimber  of  Programs 

1 ) In  general,  how  was  the  number  of  CME  programs  sponsored  by  your  institution  affected  by  the  implementation  and 
subsequent  repeal  of  mandatory  CME  in  Illinois? 

Greatly  Moderately  Stayed  Moderately  Greatly 

Increased  Increased  the  Same  Decreased  Decreased 

a)  Implementation  13%  36%  51% 

b)  Repeal  1%  740/,  I9„/^ 

2)  Specifically,  how  was  the  number  of  Category  1 CME  programs  sponsored  by  your  institution  affected  by  the 
implementation/repeal  of  mandatory  CME  in  Illinois? 

Greatly  Moderately  Stayed  Moderately  Greatly 

Increased  Increased  the  Same  Decreased  Decreased 

a)  Implementation  21%  28%  50%  1% 

b)  Repeal  \%  yi%  g„/^ 

3)  In  addition,  how  was  the  number  of  Category  2 CME  programs  sponsored  by  your  institution  affected  by  the 
implementation/repeal  of  mandatory  CME  in  Illinois? 

Greatly  Moderately  Stayed  Moderately  Greatly 

Increased  Increased  the  Same  Decreased  Decreased 

a)  Implementation  4%  18%  72%  7% 

b)  Repeal  8%  80%  8%  4% 

4)  Finally,  how  was  the  number  of  programs  offered  for  neither  Category  1 or  2 CME  credit  sponsored  by  your  institution 
affected  by  the  implementation/repeal  of  mandatory  CME  in  Illinois? 

Greatly  Moderately  Stayed  Moderately  Greatly 

Increased  Increased  the  Same  Decreased  Decreased 

a)  Implementation  5%  6%  87%  1% 

b)  Repeal  g2%  6%  1% 

n.  Attendance 

5)  In  general,  how  was  overall  attendance  at  CME  programs  at  your  institution  affected  by  the  implementation  and 
subsequent  repeal  of  mandatory  CME  in  Ilhnois? 

Greatly  Moderately  Stayed  Moderately 

Increased  Increased  the  Same  Decreased 

a)  Implementation  17%  55%  27%  1% 

b)  Repeal  31o/„  4g„/^ 

6)  Specifically,  how  was  attendance  at  Category  1 CME  programs  at  your  institution  affected  by  the 
implementation/repeal  of  mandatory  CME  in  Illinois? 

Greatly  Moderately  Stayed  Moderately 

Increased  Increased  the  Same  Decreased 

a)  Implementation  20%  49%  30%  1% 

b)  Repeal  350/^,  ^2% 

7)  In  addition,  how  was  attendance  at  Category  2 CME  programs  at  your  institution  affected  by  the 
implementation/repeal  of  mandatory  CME  in  Ilhnois? 

Greatly  Moderately  Stayed  Moderately 

Increased  Increased  the  Same  Decreased 

a)  Implementation  1%  28%  68%  3% 

b)  Repeal  740/^  21% 

Finally,  how  was  attendance  or  participation  at  programs  offered  for  neither  Category  1 or  2 CME  credit  at  your 
institution  affected  by  the  implementation/repeal  of  mandatory  CME  in  Illinois? 

Greatly  Moderately  Stayed 

Increased  Increased  the  Same 

a)  Implementation  3%  16%  81% 

b)  Repeal  30o/„ 

9)  Does  your  organization  require  periodic  attendance  or  participation  by  physician  members  in  educational  programs  or 
activities? 


8) 


Moderately 

Decreased 

19% 


Greatly 

Decreased 

23% 


Greatly 

Decreased 

21% 


Greatly 

Decreased 

5% 


Greatly 

Decreased 

1% 


Yes  39% 


No  61% 


(Continued  on  following  page) 


felt  mandatory  CME  “greatly 
increased”  or  “moderately  in- 
creased” overall  attendance  at  CME 
programs,  while  the  repeal  of  man- 
datory CME  “moderately  de- 
creased” or  “greatly  decreased” 
attendance.  Conversely,  the  majori- 
ty of  physicians  responding  stated 
that  their  overall  attendance 
“stayed  the  same”  whether  CME 


was  mandated  or  repealed. 

The  use  of  mandated  learning  for 
professional  accountability  will,  no 
doubt,  continue  to  be  a hotly  debat- 
ed issue,  especially  in  the  field  of 
medicine,  where  nearly  half  the 
states  use  this  criterion  for  pur- 
poses of  relicensure.  In  Illinois,  the 
advent  of  a new  mandatory  CME 
law  will  provide  additional  opportu- 


nity for  research  in  this  area  when 
the  requirements  of  the  law  become 
effective  in  1990.  i 
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13) 


Greatly 

Detrimental 

Effect 

1% 


Greatly 

Detrimental 

Effect 

4% 


Greatly 

Decreased 

2% 


Greatly 

Decreased 

8% 


Institutional  Survey  Questionnaire  on  Mandatory  CME — Cont’d 

III.  Quality  of  Care 

10)  Considering  your  administrative  experience  in  CME,  what  effect  did  the  implementation  and  subsequent  repeal  of 
mandatory  CME  in  Illinois  have  on  the  quality  of  care  rendered  by  physicians  in  Illinois? 

Greatly  Moderately  Moderately  Greatly 

Beneficial  Beneficial  No  Detrimental  Detrimental 

Effect  Effect  Effect  Effect  Effect 

a)  Implementation  1%  37%  60%  1% 

b)  Repeal  ^2%  16%  1. 

11)  Considering  your  administrative  experience  in  CME,  what  effect  did  the  implementation/repeal  of  mandatory  CME  in 
Illinois  have  on  the  general  overall  quality  of  health  care  in  Illinois? 

Greatly  Moderately  Moderately 

Beneficial  Beneficial  No  Detrimental 

Effect  Effect  Effect  Effect 

a)  Implementation  3%  35%  60%  2% 

b)  Repeal  3%  75%  20% 

rV.  Public  Image  and  Malpractice 

12)  Considering  your  administrative  experience  in  CME,  what  is  your  perception  of  the  effect  of  the  implementation  and 
subsequent  repeal  of  mandatory  CME  in  Illinois  on  the  public  image  of  physicians  in  Illinois? 

Greatly  Moderately  Moderately 

Beneficittl  Beneficial  No  Detrimental 

Effect  Effect  Effect  Effect 

a)  Implementation  4%  29%  66%  1% 

b)  Repeal  1% 

Considering  your  administrative  experience  in  CME,  what  is  your  perception  of  the  effect  of  the 
implementation/repeal  of  mandatory  CME  in  Illinois  on  the  incidence  of  malpractice  law  suits  in  Illinois? 

Greatly  Moderately  Stayed  Moderately 

Increased  Increased  the  Same  Decreased 

a)  Implementation  3%  84%  13% 

b)  Repeal  16%  81%  2% 

V.  Financial  and  Staff  Support  . , ^ /-.tv/tc 

14)  What  was  the  effect  of  the  implementation  and  subsequent  repeal  of  CME  on  the  level  of  financial  support  for  CME  m 

your  institution? 

Greatly  Moderately  Stayed  Moderately 

Increased  Increased  the  Same  Decreased 

a)  Implementation  12%  26%  61%  l/o 

b)  Repeal  1'^“ 

Your  budget  may  have  been  fixed  for  the  year  prior  to  the  repeal  of  mandatory  CME.  What  effect  do  you  anticipate  for 

future  financial  support  of  CME  at  your  institution? 

Greatly  Moderately  Stay  Moderately  Greatly 

Increase  Increase  the  Same  Decrease  Decrease 

3%  78%  15%  4% 

Were  any  of  the  above  positions  created  as  a result  of  the  implementation  of  mandatory  CME? 

Yes  18%  No  82% 

Based  on  the  repeal  of  mandatory  CME  have  you  experienced  or  do  you  anticipate  any  future  changes  in  the  number 
of  CME  support  staff? 

Yes  12%  No  88% 

VI.  CME  Plaiming 

19)  Did  your  methods  for  assessing  needs  change  due  to  the  implementation  and  subsequent  repeal  of  mandatory  CMEr- 

a)  Implementation  Yes  24%  No  76% 

b)  Repeal  Yes  7%  No  93% 

20)  Did  your  teaching  methods  for  your  programs  change  due  to  the  implementation/ repeal  of  mandatory  CME? 

a)  Implementation  Yes  12%  No  88% 

b)  Repeal  Yes  6%  No  94% 

21)  Did  your  evaluation  procedures  change  due  to  the  implementation/repeal  of  mandatory  CME? 

a)  Implementation  Yes  25%  No  75% 

b)  Repeal  Yes  9%  No  91% 

22)  How  has  your  reliance  on  speakers  provided  by  pharmaceutical  companies  been  affected  by  the 
implementation/repeal  of  mandatory  CME? 

Greatly  Moderately  Stayed  Moderately  Greatly 

Increased  Increased  the  Same  Decreased  Decreased 

a)  Implementation  7%  11%  80%  1% 

b)  Repeal  4%  4%  83%  8/o  o 

Vn.  Your  Position  . « m ■ 

23)  Which  of  the  following  best  describes  your  position  on  mandatory  CME  when  it  was  still  in  effect  in  Illinois: 

Strongly  Supported  Supported  No  Position  Opposed  Strongly  Opposed 

21%  44%  14%  19%  3% 

24)  Which  of  the  following  best  describes  your  position  on  the  repeal  of  mandatory  CME  in  Illinois? 

Strongly  Supported  Supported  No  Position  Opposed  Strongly  Opposed 

10%  23%  28%  29%  9% 

25)  Which  of  the  following  best  describes  your  position  on  mandatory  CME  if  it  were  proposed  again  for  Illinois 

reUcensure:  „ , ^ 

Strongly  Support  Support  No  Position  Oppose  Strongly  Oppose 

24%  26%  21%  18%  11% 

(continued) 


15) 


17) 

18) 


April  1988—  Vol.  173:4 


275 


Physician  Survey  Questionnaire  on  Mandatory  CME 

I.  Attendance 

1)  In  general,  how  was  your  overall  attendance  at  CME  programs  affected  by  the  implementation  and  subsequent 
repeal  of  mandatory  CME  in  Illinois? 

Greatly  Moderately  Stayed  Moderately  Greatly 

Increased  Increased  the  Same  Decreased  Decreased 

a)  Implementation  4%  24%  72%  0% 

b)  Repeal  0%  5%  81%  14% 

2)  Specifically,  how  was  your  attendance  at  Category  1 CME  programs  affected  by  the  implementation/repeal  of 
mandatory  CME  in  Illinois? 

Greatly  Moderately  Stayed  Moderately  Greatly 

Increased  Increased  the  Same  Decreased  Decreased 

a)  Implementation  4%  27%  68% 

b)  Repeal  5%  75%  19% 

3)  In  addition,  how  was  your  attendance  at  Category  2 CME  programs  affected  by  the  implementation/repeal  of 
mandatory  CME  in  Illinois? 

Greatly  Moderately  Stayed  Moderately  Greatly 

Increased  Increased  the  Same  Decreased  Decreased 

a)  Implementation  18%  82% 

b)  Repeal  3%  88%  9% 

4)  Finally,  how  was  your  attendance  or  participation  at  programs  offered  for  neither  Category  1 or  2 CME  credit 
affected  by  the  implementation/repeal  of  mandatory  CME  in  Illinois? 

Greatly  Moderately  Stayed  Moderately  Greatly 

Increased  Increased  the  Same  Decreased  Decreased 

a)  Implementation  8%  92% 

b)  Repeal  1%  95%  4% 

5)  Does  any  organization  or  association  to  which  you  belong  require  periodic  attendance  or  participation  in 
educational  programs  or  activities? 

Yes  47%  No  53% 

II.  Quality  of  Care 

6)  What  effect  did  the  implementation/repeal  of  mandatory  CME  in  Illinois  have  on  the  quality  of  care  you  render  to 
your  patients? 

Greatly  Moderately  Moderately  Greatly 

Beneficial  Beneficial  No  Detrimental  Detrimental 

Effect  Effect  Effect  Effect  Effect 

a)  Implementation  1%  18%  79%  1% 

b)  Repeal  7%  90%  3% 

7)  In  your  opinion,  what  effect  did  the  implementation/repeal  of  mandatory  CME  in  Illinois  have  on  the  quality  of  care 
rendered  by  physicians  in  Illinois? 

Greatly  Moderately  Moderately  Greatly 

Beneficial  Beneficial  No  Detrimental  Detrimental 

Effect  Effect  Effect  Effect  Effect 

a)  Implementation  41%  59% 

b)  Repeal  6%  71%  23% 

8)  In  your  opinion,  what  effect  did  the  implementation/repeal  of  mandatory  CME  in  Illinois  have  on  the  general  overall 
quality  of  health  care  in  Illinois? 

Greatly  Moderately  Moderately  Greatly 

Beneficial  Beneficial  No  Detrimental  Detrimental 

Effect  Effect  Effect  Effect  Effect 

a)  Implementation  37%  63% 

b)  Repeal  6%  74%  20% 

in.  Fublic  Image  and  Malpractice 

9)  What  is  your  perception  of  the  effect  of  the  implementation/ repeal  of  mandatory  CME  in  Illinois  on  the  public 
image  of  physicians  in  Illinois? 

Moderately  Greatly 

Greatly  Moderately  Detracted  Detracted 

Enhanced  Enhanced  No  Effect  From  From 

a)  Implementation  3%  34%  60%  3% 

b)  Repeal  6%  76%  17%  1% 

10)  What  is  your  perception  of  the  effect  of  the  implementation/repeal  of  mandatory  CME  in  Illinois  on  the  incidence  of 
malpractice  law  suits  in  Illinois? 

Greatly  Moderately  Stayed  Moderately  Greatly 

Increased  Increased  the  Same  Decreased  Decreased 

a)  Implementation  1%  1%  90%  7% 

b)  Repeal  10%  90% 

IV.  Your  Position 

1 1 ) Which  of  the  following  best  describes  your  position  on  mandatory  CME  when  it  was  still  in  effect  in  IlUnois: 

Strongly  Supported  Supported  No  Position  Opposed  Strongly  Opposed 

8%  42%  9%  26%  15% 

12)  Which  of  the  following  best  describes  your  position  on  Mandatory  CME  if  it  were  proposed  again  for  Illinois 
relicensure: 

Strongly  Support  Support  No  Position  Oppose  Strongly  Oppose 

8%  36%  8%  23%  24% 
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Illinois  Society  of  Medical  Assistants 

Meet  the  Candidates 


By  Lucille  Perce,  CMA-C 


The  1988-89  election  of  ISMA  offi- 
cers will  take  place  Friday,  April  29, 
1988  at  the  Westin  O’Hare  Hotel  in 
Rosemont,  Illinois.  The  following 
candidates  have  been  nominated 
for  office  on  the  executive  board: 

■ Robin  Bluestein,  CMA-C 
(Northwest  Cook  Chapter),  will 
assume  the  office  of  president  Sat- 
urday, April  30,  at  the  installation 
banquet.  Robin,  named  president- 
elect last  year,  received  her  certifi- 
cation in  1980  and  was  revalidated 
in  1985.  Locally,  Robin  has  served 
as  corresponding  secretary,  record- 
ing secretary,  vice  president,  presi- 
dent-elect, president  and  immediate 
past  president.  She  co-chaired  the 
long-range  planning  committee, 
symposium,  and  public  relations 
committee,  and  has  served  as  both 
alternate  delegate  and  delegate  to 
the  AAMA  National  Convention. 

■ Karen  Coughlin,  CMA 
(McLean  Chapter),  is  the  candidate 
for  1st  vice  president.  Karen 
received  certification  in  1984.  On 
the  local  level,  she  has  served  as  vice 
president,  president-elect  and  pres- 
ident; she  is  currently  immediate 
past  president.  She  has  served  on 
the  ways  and  means  committee, 
bylaws  committee,  education  com- 
mittee, and  the  long-range  planning 
committee  and  has  chaired  the  reso- 
lutions committee. 

■ Lesa  Hildebrand,  Ed.  M., 
CMA-C  (West  Cook  Chapter),  is 
running  for  2nd  Vice  President. 
Lesa  received  certification  in  1979 
and  was  revalidated  in  1985.  On  the 
local  level,  she  has  served  as  coun- 
cilor, public  relations  chairman, 
education  chairman  and  president. 
On  the  state  level  Lesa  was  public 
relations  chairman  and  2nd  vice 
president  from  1984-85.  She  is 
coordinator  of  the  medical  assisting 
program  at  Triton  College  in  River 


Grove,  Illinois. 

■ Marjorie  Goldasich  (LaSalle 
Chapter),  hopes  to  remain  record- 
ing secretary,  a position  she  has 
held  for  the  past  two  years.  On  the 
local  level,  she  has  served  as  pro- 
gram chairman,  membership  secre- 
tary, councilor  and  was  president  a 
dozen  times  since  1969. 

■ Rose  Hall,  RN,  CMA-C  (St. 
Clair  Chapter),  is  the  membership 
secretary  candidate.  Rose  received 
certification  in  1972,  has  recertified 
once  and  plans  to  recertify  again  in 
the  near  future.  On  the  local  level, 
she  has  served  as  health  careers  and 
continuing  education  chairman  and 
councilor.  On  the  state  level.  Rose 
has  served  as  in-service  education 
chairman.  Since  1978,  Rose  has 
been  a member  of  the  accreditation 
survey  team  for  Accreditation  of 
Medical  Assistant  programs  at  post- 
secondary institutions.  She  has 
attended  many  AAMA  National 
Conventions  and  was  a delegate  in 
1987.  Rose  has  been  the  coordina- 
tor and  instructor  of  the  medical 
assisting  program  at  Belleville  Area 
College  since  1971. 

■ Linda  Harp,  CMA  (St.  Clair 
Chapter),  is  running  for  the  office 
of  treasurer.  She  received  certifica- 
tion in  1978.  On  the  local  level, 
Linda  has  served  as  historian, 
recording  secretary,  president-elect 
and  president.  On  the  state  level, 
Linda  has  served  as  historian,  and 
ways  & means  chairman.  She  has 
been  a member  of  the  long-range 
planning  committee  and  has  been 
the  membership  secretary  for  the 
past  two  years. 

■ Mary  Frances  Burton  (Chica- 
go Chapter),  is  candidate  for  speak- 
er of  the  house.  On  the  local  level, 
Mary  Frances  has  served  as  record- 
ing secretary,  corresponding  secre- 
tary, vice  president,  president  and 


immediate  past  president.  Also,  on 
the  local  level,  Mary  Frances  has 
been  chairman  of  the  board  of 
trustees  and  the  ways  & means  com- 
mittee. On  the  state  level,  Mary 
Frances  has  served  as  bylaws  chair- 
man, legislation  chairman  and  has 
been  a member  of  the  finance  com- 
mittee, the  minutes  editing  commit- 
tee and  the  resolutions  committee. 
Mary  Frances  was  the  membership 
secretary  for  two  years  and  has  been 
the  treasurer  for  three.  Additional- 
ly, Mary  Frances  was  a member  of 
the  international  relations  commit- 
tee for  two  years. 

■ Roxanne  Steffens,  CMA 
(Rock  Island  Chapter),  is  vice  speak- 
er of  the  house  candidate.  She 
received  certification  in  1982  and 
recertified  in  1987.  On  the  local 
level,  Roxanne  has  served  as  presi- 
dent for  two  terms,  has  been  on  the 
membership  committee,  ways  & 1 
means  committee,  bylaws  commit- 
tee and  was  co-chairman  to  the  state 
convention  in  1982.  On  the  state 
level,  Roxanne  has  been  the  bylaws 
committee  chairman  for  three 
years.  She  established  a clinical  pro- 
cedures program  for  medical  assis- 
tants at  her  local  college. 

The  Illinois  Society  of  Medical 
Assistants  1988  Convention  will  be 
held  April  29-May  1,  1988,  at  the 
Westin  O’ Hare  Hotel  in  Rosemont, 
Illinois. 

For  further  information  regard- 
ing ISMA  and/or  medical  assisting, 
please  contact  Cheryl  Hutchison, 
CMA,  ISMA  president,  53  Lockhav- 
en.  Granite  Gity  62040;  or  the  pub- 
lic relations  co-chairpersons:  Lesa 
B.  Hildebrand,  Ed.  M.,  CMA-C, 
Triton  College,  2000  Fifth  Avenue, 
River  Grove  60171;  or  Lucille 
Perce,  GMA-C,  22W384  Teakwood, 
Glen  Ellyn  60137.  i 
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AT 
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To  meet  the  growing  challenges  of  law  and 
regulation  Loyola  University  of  Chicago  School  of 
Law  designed  a unique  graduate  degree  program,  the 
M.S.  in  Health  Law.  This  masters  program,  the  first 
of  its  kind  in  the  nation,  provides  physicians  and 
other  health  professionals  with  a foundation  in  core 
legal  subjects  and  an  in-depth  exposure  to  a wide 
range  of  health  law  topics.  The  32  credit  program  is 
ideal  for  individuals  with  strong  clinical  or  adminis- 
trative backgrounds.  Applications  are  being  accept- 
ed until  April  1,  1988  for  the  third  M.S.  class.  For 
further  information,  please  call  or  write: 
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Chicago,  IL  606 1 1 
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GUIDE  TO  CONTINUING 


MEDICAL  EDUCATION 


Compiled  for  Illinois  physicians  by 
the  Illinois  State  Medical  Society, 
Twenty  North  Michigan  Avenue, 
Suite  700,  Chicago  Illinois  60602, 
(312)  782-1654. 


May 

Allergy 

Resident  Fellow  Program 

For  Interested  physicians.  Lecture,  May  16,  Holiday  Inn, 
Chicago  City  Centre.  Sponsor:  Illinois  Society  of  Allergy 
and  Clinical  Immunology,  800  E.  Northwest  Hwy.,  Suite 
1080,  Palatine,  IL  60067.  Fee:  $20  (dinner).  Reg.  Limit: 
None.  Credit:  Category  1:  1 hour  Contact:  Diane  Kubis. 
Phone:  (312)  359-3090. 

Echocardiography 

Echoc  ardiography 

For:  Interested  physicians  Lecture,  May  24,  Dekalb,  IL 
Sponsor:  Kishwaukec  Community  Hospital,  Rt.  23  and 
Bethany  Road,  Dekalb,  IL  601  15.  Fee:  None.  Reg.  Limit: 
None  Credit:  Category  I:  I hour.  Contact:  k Reddy,  M.D 
Phone:  (815)  756-1521,  Ext.  3484. 

Emergency  Medicine 

1988  Illinois  Combined  Scientihe  Assembly 
For:  Emergency  room  physicians  and  other  health  profes- 
sionals. Annual  meeting.  May  26-28,  The  Hamilton  Hotel. 
Itasca,  IL.  Sponsor:  Illinois  Chapter  of  the  American 
College  of  Emergency  Physicians,  1 645  Des  Plaines  Avenue, 
Des  Plaines.  IL  60018  Fee:  $105-225  Reg.  Limit:  None. 
Credit:  Category  1:  16  hours  Contact:  Jeannine  Helms 
Phone:  (312)  298-1970. 

Family  Medicine 

Treatment  Decisions  in  AIDS 

For:  Family  practitioners  and  internists.  Symposium,  May 
19-21,  Chicago,  IL  Sponsor:  University  of  Chicago,  Office 
of  CME,  5841  S.  Maryland,  Box  139,  Chicago,  IL  60637. 
Fee:  $150  Reg.  Limit:  500.  Credit:  Category  1:18  hours. 
Contact:  Marlene  Goldberg.  Phone:  (312)  702-1056. 

Infectious  Disease 

Viral  Hepatitis — Type  B 

For:  Interested  physicians.  Lecture,  May  3,  Dekalb,  IL. 
Sponsor:  kishwaukce  Community  Hospital,  Rt.  23  and 
Bethany  Road.  Dekalb.  I L 60115.  Fee:  None  Reg.  Limit: 
None  Credit:  Category  1:  1 hour;  AAFP  Prescribed:  1 
hour.  Contact:  k.  Reddy,  M.D.  Phone;  (815)  756-1521, 
Ext.  3484. 

Internal  Medicine 

Diabetic  Neuropathy 

For:  Interested  physicians.  Lecture,  May  31,  Dekalb,  IL. 
Sponsor;  kishwaukee  Community  Hospital,  Rt.  23  and 
Bethany  Road,  Dekalb,  IL  60115.  Fee:  None.  Reg.  Limit: 
None.  Credit;  Category  1:  1 hour  Contact:  k.  Reddy,  M.D. 
Phone:  (815)  756-1521,  Ext.  3484. 


Items  for  this  calendar  must  be 
received  90  days  prior  to  the  event. 
Those  received  earlier  may  appear 
in  up  to  three  monthly  issues, 
depending  upon  the  number  of  list- 
ings received.  Only  courses  meeting 
in  Illinois  or  adjacent  states  and/or 


Obstetricians/Family  Practice 

Teratology  Conference:  The  Patient  at  Risk  for  Birth 
Defects — Physician  Responsibility  and  Liability 
For:  Interested  physicians.  Conference,  May  7,  Illinois 
Masonic  Medical  Center.  Chicago,  IL,  Sponsor:  Illinois 
Ma.sonic  Medical  Center,  Reproductive  and  Medical  Genet- 
ics Section,  Department  of  OB/Gyn,  836  W.  Wellington. 
Chicago,  IL  60657.  Fee:  $100  Reg.  Limit;  150.  Credit: 
Category  1:  8 hours  Contact:  Janet  Daizcll.  Phone:  (312) 
883-7045. 

Pathology 

Pathology  of  the  Neuroendocrine  System 
For:  Pathologists.  Slide  seminar  and  annual  dinner.  May  9, 
Drake  Hotel,  Chicago  Sponsor:  Chicago  Pathology  Soci- 
ety, c/o  Loretto  Hospital,  645  S.  Central  Ave.,  Chicago,  IL 
60644  and  Michael  Reese  Hospital  and  Medical  Center. 
Fee:  None  Reg.  Limit:  None  Credit:  Category  1 : 2 hours 
for  Chicago  Pathology  Society  members  only.  Contact: 
Marshall  H Short,  M.D.  Phone:  (312)  626-4300,  Ext 
5720. 

Psychiatry 

The  Psychiatric  Interview 

For;  Psychiatrists.  Course,  May  13-15,  Chicago.  Sponsor: 
University  of  Chicago,  Office  of  CME,  5841  S.  Maryland, 
Box  139,  Chicago.  IL  60637  Fee:  $375.  Reg.  Limit:  150. 
Credit:  Category  1:18  hours.  Contact:  Marlene  Goldberg. 
Phone:  (312)  702-1056. 

Substance  Abuse 

Physician’s  Role  in  Recognizing  Substance  Abuse 
For:  Interested  physicians.  Lecture,  May  5.  Fishers  Restau- 
rant. Belleville.  IL  Sponsors:  St.  Clair  County  Medical 
Society  and  Illinois  State  Medical  Society.  Fee:  None,  Reg. 
Limit:  None.  Credit:  Category  1:  1.5  hours.  Contact: 
Adrienne  Nouberian.  Phone:  (618)  397-7633. 

Physician’s  Role  in  Recognizing  Substance  Abuse/Pediatric 
Substance  Abuse/Diagnosis  and  Treatment  of  Cocaine 
Abuse 

For:  Interested  physicians.  Lecture.  May  25,  St.  Therese 
Medical  Center,  2615  W.  Washington,  Waukegan,  Illinois 
60085.  Sponsors:  St.  Therese  Medical  Center  and  Illinois 
State  Medical  Society.  Reg.  Limit:  None,  Credit:  Category 
1:  3 hours.  Contact:  Marion  Henderson.  Phone:  (312) 
360-2702. 

Surgery 

Low  Back  Pain 

For:  Interested  physicians.  Lecture,  May.  17,  Dekalb,  IL 
Sponsor:  kishwaukee  Community  Hospital,  Rt.  23  and 
Bethany  Road,  Dekalb.  IL  60115.  Fee:  None.  Reg.  Limit: 
None.  Credit:  Category  1:  1 hour;  AAFP  Prescribed:  1 
hour.  Contact:  k.  Reddy,  M.D.  Phone:  (815)  756-1521, 
Ext.  3484. 


sponsored  by  an  Illinois  organiza- 
tion, if  meeting  outside  the  state, 
will  be  published.  Please  call  or 
write  ISMS  and  request  a “Calen- 
dar Listing  Form”  if  you  are  inter- 
ested in  publicizing  your  upcoming 
meeting  in  this  calendar. 


June 

Obstetrics/Gynecology 

Obstetrics  and  Gynecology  Review  Course 
For:  OB/GYN’s.  Course,  June  13-18,  Chicago.  Sponsor: 
University  of  Chicago.  Center  for  Continuing  Medical 
Education,  5841  S.  Maryland.  Box  139,  Chicago,  IL  60637. 
Fee:  $550.  Reg.  Limit:  300.  Credit:  Category  1:  39  hours. 
Contact:  Marlene  Goldberg.  Phone:  (312)  702-1056. 

Ophthalmology 

Corneal  Surgery  for  the  Anterior  Segment  Surgeon:  Hands- 
On  Workshop 

For:  Ophthalmologists.  Workshop,  June  24-25,  Chicago. 
Sponsor:  The  Cornea  Service.  Dept,  of  Ophthalmology, 
Rush-Presbyterian-St.  Luke’s  Medical  Center,  1753  W. 
Congress  Parkway,  Chicago.  IL  60612.  Fee:  $300.  Reg. 
Limit:  100.  Credit:  Category  1:16  hours.  Contact:  Victoria 
O’Sullivan.  University  Office  of  CME,  600  S.  Paulina, 
Chicago.  IL  60612.  Phone:  (312)  942-7119. 

Contact  Lens  Course 

For:  Ophthalmologists.  Course,  June  17-18,  University  of 
Illinois  Hospital,  Eye  &c  Ear  Infirmary,  Chicago.  Sponsor: 
University  of  Illinois  College  of  Medicine,  Dept,  of  Ophthal- 
mology, 912  S.  Wood,  Chicago.  IL  60612.  Fee:  $150.  Reg. 
Limit:  200.  Credit:  Category  1:  pending.  Contact:  Confer- 
ence Registrar.  Phone:  (312)  996-5225. 

Otolaryngology 

Endoscopic  Sinus  Surgery  Workshop 
For:  Otolaryngologists.  Workshop.  June  17-18,  Chicago. 
Sponsor:  University  of  Chicago  School  of  Medicine,  Office 
of  Continuing  Medical  Education,  5841  S.  Maryland,  Box 
139,  Chicago,  IL  60637.  Fee:  To  be  determined.  Reg. 
Limit:  60.  Credit:  Category  1:  To  be  determined.  Contact: 
Marlene  Goldberg.  Phone:  (312)  702-1056. 

Pathology 

Seminar  on  New  Technology 

For:  Pathologists.  Lecture,  June  13,  Drake  Hotel,  Chicago, 
Sponsor:  Chicago  Pathology  Society,  c/o  Loretto  Hospital, 
645  S.  Central  Ave.,  Chicago,  IL  60644  and  Michael  Reese 
Hospital  and  Medical  Center.  Fee;  None.  Credit:  Category 
1 : 2 hours  for  Chicago  Pathology  Society  members  only. 
Contact;  Marshall  H.  Short,  M.D.  Phone:  (312)  626-4300, 
Ext.  5720. 

July 

Allergy 

Clinical  Allergy  for  the  Practicing  Physician 
For:  Physicians.  Seminar,  July  21-23,  St.  Louis,  MO.  Spon- 
sor: Washington  University  School  of  Medicine,  Box  8063, 
660  S.  Euclid,  St.  Louis,  MO  63 1 1 0.  Fee:  $ 1 75.  Reg.  Limit; 
150.  Credit:  Category  1:  15  hours:  AAFP  Prescribed:  15 
hours;  and  ADA:  15  hours.  Contact:  Loretta  Giacoletto 
Phone:  (800)  325-9862.  i 
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"I  Quit”  Clinics 


The  Illinois  Interagency  Council  on  Smoking  and 
liDisease  has  facilitated  a series  of  “I  Quit  Smoking” 
clinics  around  the  state. 


' The  Council  is  able  to  provide  information  about 
(training  programs  for  clinic  moderators,  for-credit 
training  programs  for  nurses  planning  to  moderate  ‘T 
'Quit”  clinics  and  regular  industrial  programs. 

Inquiries  should  be  addressed  to  the  Council  at  1440 
W.  Washington  Blvd.,  Chicago  60607.  Telephone  (312) 
1243-2000. 


j The  Illinois  Interagency  Council  on  Smoking  and 
'jDisease  coordinates  and  helps  its  member  agencies 
combat  the  serious  health  hazards  of  smoking  and 
fprovides  liaison  with  the  National  Interagency  Council 
i,on  Smoking  and  Health. 

j In  addition,  the  American  Cancer  Society  provides 
Fresh  Start  clinic  training  anywhere  in  Illinois  for 
hospitals  and  industries.  Educational  materials,  pam- 
jphlets,  posters,  films  and  training  can  also  be  obtained 
lat  no  charge.  For  information,  contact  your  local  ACS 
[office,  or  the  Illinois  Division,  Inc.,  at  37  South  Wabash 
Ave.,  Chicago  60603;  (312)  372-0471. 

The  Journal  will  carry  this  listing  on  a regular  basis, 
and  urges  Illinois  physicians  to  notify  their  patients  of 
this  service. 


May  2 

May  3 

May  9 

May  19 
May  23 

June  6 
June  6 

June  14 
June  15 


Illinois  Masonic  Medical 
Center 

Rush  North  Shore  Medical 
Center 

Northwestern  Memorial 
Hospital 
Carle  Clinic 

Grant  Hospital  Wellness 
Center 

Weiss  Memorial  Hospital 
Rush  North  Shore  Medical 
Center 
Carle  Clinic 

St.  Therese  Medical  Center 


Chicago 

Skokie 

Chicago 

Urbana 

Chicago 

Chicago 

Skokie 

Urbana 

Waukegan 


THE  GRADIMIE  SCHODL 


OF 

MEDCINE 


707  South  Wood  Street  • Chicago,  Illinois,  60612 


AMA  Accredited 


June — August,  1988 

Specialty  Review  in  Pediatric  Cardiology 

June  1-4,  1988 

Microneurosurgery  of  the  Brain 

June  2-6,  1988 

Flexible  Fiberoptic  Sigmoidoscopy 

June  4,  1988 

Spinal  Diseases  and  Stabilization 

June  7-9,  1988 

Peripheral  Nerve  Injury  and  Repair:  The  Practical  Aspects 

June  10-12,  1988 

Fiberoptic  Colonoscopy 

July  6-8,  1988 

Fiberoptic  Esophagogastric  Endoscopy 

July  11-13,  1988 

Specialty  Review  in  Pediatrics 

July  18-24,  1988 

Specialty  Review  in  Emergency  Medicine 

July  25-30,  1988 

Specialty  Review  in  Internal  Medicine 

July  31 -August  6,  1988 

Specialty  Review  in  Surgical  Critical  Care  Medicine 
August  15—19,  1988 
Gynecologic  Surgical  Techniques 

August  25—27,  1988 

Specialty  Review  in  General  Surgery,  Part  I 

August  22 — September  2,  1988 


CALL  TOLL-FREE  TODAY! 

Toll-free:  (800)  621-4651  • In  Illinois:  (800)  621-4649 


ATTENTION  PRIMARY  CARE 
PHYSICIANS 


INCREASE  YOUR  SKILLS— 
INCREASE  YOUR  INCOME 


Learn:  Allergy  testing,  audiometry,  cryo- 

surgery, culposcopy,  dermatolog- 
ic techniques,  flexible  sigmoidos- 
copy, holter  monitoring,  joint  in- 
jection techniques,  nasopharyn- 
goscopy,  pulmonary  function  test- 
ing, vascular  flow  testing,  and 
more. 

Where:  Hyatt  Regency 

Dearborn,  MI  (313)593-1234 
When:  May  14-15,  1988 

Fee:  $375 


Accredited — Limited  Registration 
Contact: 

Current  Concept  Seminars 

3301  Johnson  St. 
Hollywood,  FL  33021 
(305)966-1009 
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Abstracts  of  Board  Actions 

Continued  from  page  228 


Physicians  should  report  to  marriage  license  appli- 
cants who  are  subjects  of  an  HIV  antibody  test,  only 
negative  ELISA  results,  or  positive  results  of  a Western 
blot  or  other  confirmatory  test.  Positive  ELISA  results 
which  have  not  been  confirmed  should  not  be  reported 
to  patients,  since  non-confirmed  results  could  confuse 
and  cause  unnecessary  concern  by  patients. 

■ Disclosure  of  a Patient’s  HIV  Antibody  Status 

ISMS  supports  the  sharing  of  information  about  the 

HIV  antibody  status  of  a patient  with  those  physicians 
and  health  personnel  who  have  a need  to  know  such 
information  due  to  their  involvement  in  the  patient’s 
care.  Such  personnel  must  recognize  their  responsibil- 
ity to  maintain  information  in  compliance  with  state  law 
governing  the  confidentiality  of  this  and  other  patient 
information. 

COMMITTEE  ON  DRUGS  AND  THERAPEUTICS 

The  Board  approved  the  following  drug  products  for 
inclusion  in  the  IDPA  Drug  Manual:  Cipro  (ciproflox- 
acin HCI);  Hytrin  (Terazosin  HCI);  Normozide  (Labe- 
talol  HCI);  Resol  (Oral  Electrolyte  Rehydration  Solu- 
tion). 

The  Board  also  recommended  that  the  following 
drugs  not  be  included  in  the  IDPA  Drug  Manual:  Esgic 
with  Codeine  (Butalbital);  Elocon  (Mometasone 
Furoate  Ointment  0.1%);  Mevacor  (Lovastatin);  Aero- 
chamber  and  Attends  Wash  Cloth. 

The  Board  further  recommended  that  IDPA  include 
Buspar  in  its  Drug  Manual,  extend  coverage  of  Lopid 
to  GA  and  AMI  recipient  categories  and  continue  to 
not  include  Urocit-K  in  the  Drug  Manual. 

In  addition,  the  Board  recommended  that  the  drug 
product  Lytrin  be  deleted  from  the  Drug  Manual. 

OTHER  ACTIONS 

In  addressing  various  other  issues,  the  Board: 

■ Authorized  introduction  of  a Memorial  Resolution 
for  Dr.  Goslin  introduced  by  Edward  J.  Fesco, 
M.D.,  President. 

■ Accepted  the  September  30,  1987,  Financial  State- 
ments; December  31,  1987,  IMPAC  Collection 
Data;  December  31,  1987,  Dues  Payment  Report, 
and  approved  Requests  for  Changes  in  Membership 
Status. 

■ Discussed  various  issues  regarding  distribution  of 
IMPAC  funds. 

■ Ratified  a letter  to  be  sent  to  the  Crescent  Counties 
Foundation  for  Medical  Care  responding  to  their 
requests  that  ISMS:  (1)  Comment  upon  review 
criteria;  and  (2)  Consider  publishing  or  reviewing 
the  “Quality  Assurance  Bulletin”  which  is  devel- 
oped by  the  Foundation.  The  letter  is  to  state  that: 
(1)  While  there  is  no  official  ISMS  position,  infor- 
mal review  of  PRO  guidelines  can  be  accomplished 


by  members  of  the  Third  Party  Payment  Processes! 
Committee  and  Council  on  Economics;  and  (2) 
ISMS  does  not  feel  it  necessary  to  reprint  the! 
“Quality  Assurance  Bulletin”  at  this  time. 

■ Agreed  to  urge  IDPA  to  eliminate  the  current 
Medichek  “Healthy  Kids”  claim  form  DPA  PH0600 
and  utilize  the  regular  MMIS  IDPA  claim  form  for  I 
these  services. 

■ Agreed  to  advise  the  appropriate  governmental  I 
entities  of  the  Society’s  opposition,  in  its  proposed 
form,  to  the  development  of  the  “Proposal  for  an 
Ambulatory  Care  System  in  Chicago  and  Cook 
County.”  This  proposal  would  affect  both  Public 
Aid  recipients  and  the  uninsured  indigent  who 
reside  in  Cook  County. 

■ Approved  an  Unfinished  Business  Report  on  Reso- 
lution 49  (A-87),  entitled  “Anti-Physician  Letters” 
for  transmittal  to  the  1988  House  of  Delegates. 

■ Adopted  a revised  position  paper  titled,  “Physician 
Interrelationships  with  Non-Physician  Health  Care 
Professionals.” 

■ Agreed  to  delete  positions  titled:  (1)  Joint  Practice 
(BOT:  6/80);  (2)  Physician  Extenders  (BOT:  8/77); 
and  (3)  Physician  Extenders  (BOT:  11/79). 

■ Approved  development  of  a proposal  for  a “Physi- 
cian Placement  Information  Clearinghouse,” 
including  the  financial  requirements  of  such  a 
clearinghouse,  for  presentation  at  the  April  Board 
meeting. 

■ Agreed  that:  (1)  Legislation  be  introduced  that 
would  protect  physicians  more  fully  under  the 
Illinois  Physician’s  Lien  mechanism  as  directed  by 
Res.  1 (A-87);  and  (2)  The  Illinois  Workers’  Com- 
pensation Act  be  amended  as  directed  by  Res.  32 
(A-87).  This  would  make  services  rendered  in  Work- 
er’s Compensation  cases  subject  to  the  provisions  of 
the  Physicians  Lien  Act. 

■ Agreed  to  ask  the  IDPH  to  amend  the  regulations 
under  the  Hospital  Licensing  Act  to  clarify  that 
residents  may  prescribe  orders  for  medication  and 
treatment,  provided  they  do  so  in  conformance 
within  the  limitations  of  their  specific  residency 
training. 

■ Approved  for  introduction  in  the  Illinois  General 
Assembly  legislation  to  be  drafted  by  legal  counsel, 
exempting  physician  retirement  plans  from  bank- 
ruptcy proceedings. 

■ Approved  an  Unfinished  Business  Report  on  Reso- 
lution 36  (A-87),  entitled  “Medical  Studies  Act”  for 
transmittal  to  the  1 988  House  of  Delegates. 

■ Approved  the  introduction  of  legislation  requiring 
employers  to  offer  employees  the  choice  between 
private  insurance  and  an  HMO. 

■ Approved  the  publication  of  the  revised  booklet 
titled,  “A  Physician’s  Guide  to  the  Illinois  Living 
will  Act.” 
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I Approved  the  publication  of  the  revised  “Guide- 
lines for  Writing  Do  Not  Resuscitate  Orders.” 

I Approved  the  position  statements,  “Peer  Review  of 
Workers  Compensation  Services”  and  “Educating 
Physicians  about  Injured  Workers,”  in  lieu  of  posi- 
tion statement,  “Workmen’s  Compensation.” 
(BOT:  9/81) 

■ Approved  the  position  statement,  “Return  of 
Injured  Workers  to  the  Workplace.” 

I Approved  submitting  a resolution  to  adopt  policy 
statement  on  the  Radiological  Exams  of  Injured 
Workers,  in  lieu  of  HOD  {A-82)  policy  entitled 
“Workers  Compensation.” 

I Approved  resolution  for  submission  to  the  HOD  to 
delete  policy  statement  titled  “Disaster  Teams.” 

■ Referred  back  to  the  Council  on  Medical  Services  a 
recommendation  that  a letter  be  sent  to  the  IHSA 
urging  that  organization  to  require  shin  guards  for 
high  school  soccer  players. 

■ Agreed  to  submit  four  resolutions  to  the  ISMS 
1988  House  of  Delegates  deleting  policy  statements 
titled,  “Inadequate  HMO  Psychiatric  Benefits,” 
“Hospital  Procedures  with  Mental  and  Physical 
Illness,”  Involuntary  Certification”  and  “Minimum 
Standards  for  Health  Insurance  Policies.” 

■ Agreed  to  investigate  low-cost,  family-oriented  trips 
specifically  geared  for  young  physicians  and  ideally 
coupled  with  continuing  medical  education. 

■ Agreed  to  pursue  development  of  a Young  Physi- 
cian Resource  Directory. 

■ Agreed  with  the  recommendation  of  the  Council  on 
Public  Relations  and  Membership  Services  that 
there  is  no  overriding  need  to  change  ISMS  council 
and  committee  meetings.  This  issue  was  studied  by 
the  Council  as  a result  of  a 1987  ISMS  Annual 
Meeting  House  resolution  on  investigating  new 
ways  to  conduct  meetings. 

I Agreed  to  endorse  in  concept  the  “Beautiful 
Babies”  campaign.  Formal  endorsment  will  be 
made  only  after  various  questions  and  concerns  are 
resolved.  The  campaign  is  being  sponsored  by 
WBBM  Television  and  the  University  of  Chicago 
Hospital  to  encourage  prospective  mothers  to 
obtain  prenatal  care. 

H Approved  revised  Guidelines  for  Accreditation 
Decisions. 

■ Agreed  to  delete  the  position  statement  titled  “Re- 
surveys” (BOT:  1/83)  from  the  ISMS  Official 
Actions. 

■ Approved  ISMS  participation  in  the  March  meeting 
of  the  Chicago  Lung  Association  aimed  at  improv- 
ing the  care  and  treatment  options  of  ventilator 
assisted  patients.  The  Board  voiced  no  objection  to 
Dr.  Joel  Press,  the  Resident  Section  Representative 
to  the  Council  on  Medical  Services,  attending  the 
March  meeting  on  behalf  of  ISMS. 


PROGRAMS 

The  Board  agreed  to  investigate  co-sponsoring,  with 
the  medical  student  and/or  resident  physician  sections, 
workshops  on  the  residency  selection  process  to  be 


patterned  after  a highly  successful  seminar  conducted 
by  the  medical  student  section  in  November  1987. 


NOMINATIONS 

Various  nominations  and  appointments  were 

approved  or  ratified  by  the  Board  as  follows: 

■ Ratified  the  nominations  of:  (I)  Dr.  James  L. 
McGee,  Decatur,  to  serve  on  the  IDPH  Medical  and 
Basic  Science  Group  for  Data-Based  Intervention 
for  Cancer  Control  in  Illinois;  and  (2)  Drs.  John 
Barton,  Chicago;  Ira  Chasnoff,  Chicago;  Donald 
Graham,  Springfield;  Donald  Matthieu,  Jr.,  Deca- 
tur; Richard  Sassetti,  Chicago;  and  Larry  Von 
Behren,  Springfield,  to  serve  on  Illinois  AIDS 
Advisory  Council. 

■ Agreed  to  submit  the  following  nominations:  (I ) Dr. 
Stanley  Zydlo,  Jr.,  Palatine,  to  serve  on  IDPH  State 
Emergency  Medical  Service  Disciplinary  Board;  and 
(2)  Dr.  H.  Gary  Gardner,  Darien,  to  serve  on  an 
Illinois  Department  of  Transportation  committee 
encouraging  the  utilization  of  seat  belts. 

■ Agreed  to  award  the  five  1987-88  Team  Physician 
Awards  to  Drs.  Albert  Cunningham,  Normal;  Rus- 
sell Gibson,  LaCrange;  James  Green,  Jacksonville; 
Paul  Jorden,  Carol  Stream,  and  Thomas  Regan, 
Palos  Heights. 

■ Agreed  to  the  selection  of  Dr.  Luke  Burchard  as  the 
physician  nominee  and  The  Care  Center  of  Spring- 
field,  Illinois,  as  the  nonphysician  nominee,  to 
receive  the  1 988  Public  Service  Awards  at  the  1 988 
Annual  Meeting  of  the  House  of  Delegates. 

■ Authorized  the  chairmen  of  the  ISMS  Board  of 
Trustees  and  AMA  Delegation  to  write  a letter,  if 
deemed  appropriate,  to  the  AMA  Board  endorsing 
the  nomination  of  Mr.  K.  Gregory  Lucchesi  to  serve 
as  the  Student  member  on  the  AMA  Council  on 
Legislation. 


PLI  III  STRATEGY  AND  1988  LEGISLATIVE  RACES 

The  Board  reviewed  an  informational  report  on  the 
proposed  PLI  III  and  the  1988  legislative  races.  The 
Board  agreed  that  there  will  continue  to  be  strong 
efforts  to  achieve  further  tort  reform,  with  particular 
emphasis  on  limiting  awards  for  noneconomic  dam- 
ages. The  Board  will  review  the  legislative  races  again 
following  the  March  15th  primary. 

INFORMATIONAL  REPORTS 

Informational  reports  were  presented  by  the  Policy 
Committee,  ISMIS,  ISMIE,  Resident  Physicians  Sec- 
tion, Auxiliary,  IMPAC,  Trustees,  Hospital  Medical 
Staff  Section,  Speaker  and  AMA  Delegation  Chair- 
man. 


NEXT  MEETING 

The  next  Board  meeting  was  set  for  April  21,  1988, 
at  the  Westin  O’Hare  Hotel,  Rosemont.  i 
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Medical  Opportunities-PhysiciOi 


It’s  not  just 
where  you  work...  / 

It’s  where  you  jive."^ 

In  response  to  growth  in  our  area  and  in  conjunction  with 
our  Corporate  Pian  we  are  looking  for  board  certified  or 
board  eiigibie  physicians  specializing  in  Family  Practice. 
OB/GYN.  and  internai  Medicine  to  join  our  organization. 
Bartron  Ciinic  is  a well  established  broad-based  medicai 
faciiity  atfiiiated  with  Prairie  Lake  Heaith  Care  Center.  Our 
primary  facility  is  located  in  Watertown,  South  Dakota. 

Watertown  is  a prosperous  progressive  community  located 
in  the  Giacial  Lakes  Region  of  Northeastern  South  Dakota. 
Over  106,000  peopie  appreciate  the  education,  shopp- 
ing, and  entertainment  opportunities  of  the  region.  At  the 
same  time  they  enjoy  the  comfort  and  safety  of  a smaiier 
community.  Recreation  and  exercise  is  an  endiess  four 
season  experience. 

If  you  would  like  the  opportunity  to  experience  profes- 
sionai  and  personai  grov/th  in  an  environment  of 
quaiity...give  us  a call.  We  offer  an  attractive 
saiary/benefits  package  and  investment  opportunities.  We 
wouid  be  happy  to  host  you  for  a personai  visit. 

For  further  information  contact:  Joel  Frey,  Administrator 


Bartron  Clinic,  P.C. 

320  Seventh  Avenue  Southeast 
Watertown,  South  Dakota  57201-4099 
(605)  806-8471 


• SINGLE  OR  GROUP  PRACTICE 

• FULL  SUPPORT  SERVICES 

• RELIABLE  OPERATION 


• SINGLE  OR  MULTIPLE  USERS 

• IBM"  PC-XT-AT-PS-2  or  COMPATABLE 

• NATIONWIDE  REFERENCES 


EXCEPTIONAL  SOFTWARE  AND  SUPPORT  SERVICES 
UNPRECEDENTED  PRfCE-TO-PERFOR/WANCE  RATIO 
Demonstration  Diskettes  Available  Dealer  Inquiries  InvKed 


AMS 


AMERICAN  MEDICAL  SOFTWARE 


POST  OFFICE  eOX  236 

CAIL  TOLL  FB66 

800-423-8836 


EOWARDSVILLE,  IL  62025 

IN  ILLINOIS 

800-654-5925 


Each  month — L)  Q presents 
the  most  important  fv 
articles  on  cardiology. . . 

• selected  from  the  best  of  the  peer- 
reviewed  literature* 

• revised  and  updated  by  the  original  authors 

• edited  for  clarity  and  brevity 

• classified  into  clinical  categories  for 
quick  reference 

• offering  a CME  Self-Study  Quiz  that 
provides  two  credit  hours  in  Category  1 

CARDIOLOGY  BOARD  REVIEW 

Greenwich  Office  Park  3,  Greenwich,  CT  06831 

(203)  629-3550 


AKDlOLOCy 

OARD 

EVIEW 

A lOfRSAl.  FOR  C AKPIOI OUISTS  .ANO 
l’H\SK  IANS  IN  INIF.RNAI.  MFHK  INF 


veil  .A  N(1  I • lANL’ARY  l‘^R8 

Effect  of  Medical  versus  Surgical  Therapy  for  Coronary 
Disease /rtTFR  PKnL‘Z.Zl.  Phil.  Lt  jI, 

Eiectrophy.siologicaJ  Testing  and  Nonsustained  Ventricular 
Tachycardia  • PhTfcR  R KOWFA.  MD.  ct  j1 

Residual  Coronary  Arten'  Stenosis  after  Thromboh’tic 
Therapy  f.OUT.I  L F.  S.ATLHR.  MIX  lt  a! 

Assessment  of  Aortic  Regurgitation  by  Doppler 
LUtrasound  ' PAH  A.  CiRAVBrRN.  MP.  ct  .it. 

Embolic  Risk  Due  to  Left  Ventricular  Thrombi 
JDHN  R STRATTON.  Ml> 

Hemodynamic  Effects  of  Diltiazem  in  Chronic  Heart 
Failure  ' PANIFI.  E KL'LK  K.  MP.  Lt  .il 

Cardiovascular  Resen'c  in  Idiopathic  Dilated 
Cardiomyopathy  ' RR.KV  P LATHAM,  MP.  ct  ,il, 

ON'entew  • Coronary  Angioplasty:  Evolving  Applications 
GEOROE  \V  A FT  RO\'hC.  MP 


•Journals  reviewed  include;  Circulation.  American  Heart  Journal. 
Journal  of  the  American  College  of  Cardiology.  British  Heart 
Journal.  Chest.  The  American  Journal  of  Cardiology.  The  New 
England  Journal  of  Medicine.  Annals  of  interna!  Medicine. 
American  Journal  of  Medicine,  and  The  Journal  of  the  American 
Medical  Association. 
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CLASSIFIED  ADVERTISING 


:iassified  Advertising  Rates 

All  proposed  advertisements  should 

2S 

words 

26  to  so 

51  to  75 

76  to  100 

be  received  by  the  brst  of  the 

or  less 

words 

words 

words 

month  preceding  publication.  A 

1 insertion 

$ 7.00 

$17.00 

$25.00 

$ 42.00 

surcharge  of  $5  will  be  assessed 

3 insertions 

13.00 

32.00 

46.00 

78.00 

when  a box  number  is  requested 

6 insertions 

18.00 

44.00 

64.00 

108.00 

and  an  additional  18  words  should 

2 insertions 

22.00 

53.00 

79.00 

132.00 

be  added  in  calculating  the  advertis- 

ing  rate. 

POSITIONS  AND  PRACTICE 


WELL  ESTABLISHED  PRACTICE  general  sur- 
gery and  general  practice  looking  for  asso- 
ciate who  will  buy  within  six  months  to  one 
year  or  right  now.  40  miles  from  Chicago. 
Twenty  years  established  practice,  excellent 
income.  Substantial  income  from  hospital  on 
'trauma  call.  Looking  for  a partner  or  asso- 
iciates.  Reply  to  Box  2061,  c/o  Illinois  Medi- 
\cal  Journal,  Twenty  North  Michigan  Avenue, 
[Suite  700,  Chicago,  IL  60602. 

'ARIZONA-BASED  Physician  Recruiting  hrm 
has  urgent  requirements  coast-to-coast  for 
|bC/BE  psychiatrists.  Excellent  hospital- 
i sponsored  solo  and  ^oup  practice  opportu- 
I nities.  “Quality  Physicians  for  Quality  Cli- 
ents since  1972.”  All  inquiries  conhdential. 

I Call  (602)  990-8080;  or  send  C.V.  to:  Mitch- 
ell & Associates,  Inc,  P.O.  Box  1804,  Scotts- 
dale, AZ  85252. 

< ARIZONA-BASED  Physician  recruitment 
firm  has  quality  opportunities  coast  to  coast. 
Available  positions  in  most  primary  care  and 
surgical  specialties  to  include  OB/GYN, 
i orthopedics,  ER,  and  ENT.  “Quality  Physi- 
cians for  Quality  Clients  since  1972.”  Call 
(602)  990-8080;  or  send  CV  to:  Mitchell  & 
Associates,  Inc.,  PO  Box  1804,  Scottsdale, 
AZ  85252. 


ARIZONA-BASED  Physician  Recruiting  firm 
has  opportunities  coast-to-coast.  “Quality 
Physicians  for  Quality  Clients  since  1972.” 
Call  (602)  990-8080;  or  send  C.V.  to:  Mitch- 
ell & Associates,  Inc.,  P.O.  Box  1804, 
Scottsdale,  AZ  85252. 

PRIMARY  CARE  PHYSICIANS  — Arizona 
based  physician  recruitment  firm  has  various 
opportunities  for  BC/BE  internists,  EP’s, 
and  pediatricians  coast-to-coast.  for  further 
information,  contact  Mitch  Young  at  (602) 
990-8080;  or  send  C.V.  to:  Mitchell  & Asso- 
ciates, Inc.,  P.O.  Box  1804,  Scottsdale,  AZ 
85252. 

ENT,  GENERAL  INTERNIST  and  family  prac- 
tice— needed  for  two-hospital,  historic  river 
town  of  20,000.  Drawing  area  of  approxi- 
mately 60,000  with  new  19,000  acre  recre- 
ational lake.  Unlimited  potential.  Contact 
Carol  Murphy,  Physician  Recruitment,  623 
Broadway,  Hannibal,  MO  63401,  or  call 
314-221-3107. 

FAMILY  PHYSICIAN  for  established  south 
suburban  Chicago  group  practice  clinic.  BE/ 
BC.  Salary  guarantee  with  incentive  and 
benefit  package.  Reply  to  Box  ^2090,  c/o 
Illinois  Medical  journal.  Twenty  North  Michi- 
gan Avenue,  Suite  700,  Chicago,  11.  60602. 

FAMILY  PHYSICIAN — Well  equipped  48- 
bed  rural  JCAH  accredited  hospital  is  look- 


ing for  a family  physician  to  round  out  their 
medical  staff.  Modern  furnished  five  room 
clinic  located  on  hospital  grounds  provided. 
Lucrative  financial  package  including  guar- 
antee for  initial  period.  Unbelievable  income 
potential.  The  hospital  is  located  in  south- 
eastern Illinois  in  the  midst  of  the  Shawnee 
National  Forest.  Excellent  area  for  fishing, 
hunting,  boating,  etc.  Contact  Roby  Wil- 
liams, Administrator,  Hardin  County  Gener- 
al Hospital,  P.  O.  Box  2467,  Rosiclare,  IL. 
62982.  Telephone — (618)  285-6634. 

PEDIATRICIAN  WANTED  to  establish  prac- 
tice in  NW'  Illinois  city  of  17,000,  service 
area  60,000  T.  Space  available  in  fully- 
equipped  office  1 block  from  hospital  with 
new  peds.  unit  and  level  II  nursery.  100%  of 
collections,  no  buy-in.  Office  rent  negotia- 
ble. 1-2  hours  from  Chicago,  other  large 
cities.  For  more  information  or  to  schedule 
visit,  write  S.  Baumwell,  M.D.,  202  W.  Miller 
Road,  Sterling,  11.61081  or  call  collect  (815) 
626-9660. 

GENERAL  PRACTICE  OPPORTUNITY  For 

Illinois  licensed  physician  with  own  malprac- 
tice insurance  for  busy  clinic  on  west  side  of 
Chicago.  Telephone:  (815)  933-1900. 

ASSOCIATE  MEDICAL  DIRECTOR  Excellent 
opportunity  for  board  certified  internist, 
family  practitioners  to  join  the  medical 
department  of  a large  utilization  and  case 
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management  corporation.  The  company  spe- 
cializes in  remote  utilization  review,  and  in 
managed  medical  care  for  corporate  and 
insurance  carrier  clients  coast-to-coast. 
There  will  be  an  opportunity  to  work  with 
physicians  and  develop  treatment  plans  and 
alternate  treatment  sites  for  patients. 
Opportunities  for  input  into  corporate  pro- 
grams and  strategic  planning  exist.  Utiliza- 
tion review  experience  is  preferred  but  not 
necessary.  Specialty  board  certification  is 
required.  Respond  to:  Director,  Medical 
Department,  3200  S.  Highland  Ave.,  Down- 
ers Grove,  IL  60515-1223. 

GENERAL  SURGEON:  Medium-sized  acute 
care  hospital  level  one  trauma  center,  lo- 
cated in  northern  Illinois,  seeks  general  sur- 
geon and  surgery  residents,  minimum  4 
years  residency  training,  for  in-house  surgi- 
cal coverage.  Flexible  scheduling  primarily 
weekends.  Competitive  salary.  Send  CV  to: 
Box  2099  c/o  Illinois  Medical  Journal,  Twen- 
ty North  Michigan  Avenue,  Suite  700,  Chica- 
go, IL  60602. 

LICENSED  PRIMARY  CARE  PHYSICIAN  for 

full-time  position  as  director,  utilization 
review  in  progressive  midsized  Chicago 
teaching  hospital.  UR  experience  preferred. 
Excellent  salary  and  benefits  package.  Send 
CV  to  Box  2097,  c/o  Illinois  Medical  Journal, 
Twenty  North  Michigan  Avenue,  Suite  700, 
Chicago,  IL  60602. 

WANTED  M.D.  Small  town  practice  with 
great  potential.  Fully  equipped  3000  sq.  ft. 
facility  within  40  miles  of  Peoria,  Illinois.  For 
further  information,  send  resume  to  Box 
2098,  c/o  Illinois  Medical  Journal,  Twenty 
North  Michigan  Avenue,  Suite  700,  Chicago, 
IL  60602. 

FAMILY/GENERAL  PRACTICE— MD./ 
D.O.  physician  preferably  B.C./B.F.  needed 
to  join  two  physicians  in  busy  practice  in 
central  Illinois,  rural  community.  Terms  for 
salary  or  guarantee  negotiable.  Write  to  Box 
2094,  c/o  Illinois  Medical  Journal,  Twenty 
North  Michigan  Avenue,  Suite  700,  Chicago, 
IL  60602. 

FAMILY  PRACTICE  POSITION  Family  prac- 
tice physician  to  join  established,  progressive 
north  suburban  group  located  in  growing 
Lake  County,  Illinois.  This  position  offers  a 
competitive  financial  package  with  a guaran- 
teed salary,  paid  malpractice,  health  insur- 
ance, liberal  time  off.  Excellent  call  schedule. 
Obstetrics  not  essential.  Contact  Susan 
Bookman  (312)  367-7340. 

SOUTHWESTERN  CHICAGO  SUBURBAN 
AREA — Seeking  board-certified  or  board- 
eligible  family  practitioners,  internists,  pedi- 
atricians and  obstetricians/gynecologists  for 
positions  in  a rapidly  developing  hospital 
service  area  of  350,000  population  35  miles 
from  Chicago’s  Loop.  Positions  offer  highly- 
competitive,  one  to  two  year  guaranteed 
annual  salaries  plus  benefits  including  mal- 
practice, life,  long-term  disability  and  health 
insurance,  moving  and  interview  expenses, 
and  paid  vacation  and  sick  leave  time.  For 
further  information,  submit  a current  curric- 
ulum vitae  or  call  (collect):  Robert  W. 
Matthews,  Ph.D.,  Director  of  Special  Pro- 


jects, 1200  Maple  Road,  Joliet,  IL  60432, 
(815)  740-7093,  (815)  740-7094  after  6 pm/ 
weekends. 

GROUP  HEALTH  INC.  If  you  are  board  certi- 
fied, or  board  eligible,  in  any  of  the  following 
specialties.  Group  Health,  Inc.  may  have  an 
opportunity  for  you.  Adult  psychiatry,  cardi- 
ology, dermatology,  family  practice,  internal 
medicine,  obstetrics  & gynecology,  ophthal- 
mology, pediatrics  urology.  For  information 
about  joining  the  Group  Health,  Inc.  medi- 
cal staff,  call  Jerry  Hess  at  (612)  623-8444. 
Group  Health,  Inc.,  2829  University  Avenue 
S.E.,  Minneapolis,  Minnesota  55414. 

UROLOGIST — One  hour  from  Chicago’s 
Loop.  Progressive  35-physician  multispecial- 
ty group  in  northern  Indiana  (pop.  60,000) 
seeking  energetic,  highly  skilled  urologist. 
Unlimited  recreational  and  cultural  opportu- 
nities. Guarantee  and  excellent  benefit  pack- 
age. Call  or  write  George  Ivekich,  250 
Regency  Court,  W'aukesha,  WI  53186, 
1-800-338-7107  or  1-414-785-6500  (Col- 
lect). No  costs  or  obligations  involved. 

WANTED — board  eligible/board  certified 
emergency  medicine  physician  to  join  an 
emergency  department  staff  which  is  part  of 
a 180  physician  multi-specialty  clinic  in 
Champaign-Urbana,  Illinois;  35,000  annual 
visits.  Liberal  fringe  benefits  and  salary  lead 
to  equal  ownership.  Send  CV  with  inquiries 
to  J.  Yambert,  M.D.,  Division  of  Emergency 
Medicine,  Carle  Foundation  Hospital,  611 
West  Park,  Urbana,  IL  61801;  217-337- 
3313. 

INDIANA — 1 3-phy  ortho  group  (9  general 
ortho  surgs,  4 subspec)  is  seeking  an  ortho 
surg  to  practice  just  25  miles  SE  of  Indianap- 
olis. Comfortable  call  coverage.  Excellent 
Ist-year  minimum  guarantee  w/  extensive 
bene  pkg.  Contact  Jean  Ecos,  250  Regency 
Court,  Waukesha,  WI,  53186,  1-800-338- 
7107  or  1-414-785-6500  (Collect). 

WISCONSIN — 40  miles  from  Madison.  55- 
phy  multispec  group  seeks  second  psychia- 
trist. An  increased  patient  volume  and  addi- 
tion of  a drug  and  alcohol  inpatient  unit 
necessitates  addition  of  one  to  two  additional 
psychiatrists.  The  current  psychiatrist  is  BC 
in  adult,  and  BE  in  both  child  and  geriatric. 
Contact:  Jean  Ecos,  250  Regency  Court, 
Waukesha,  WI,  53186,  1-800-338-7107,  or 
1-414-785-6500  (Collect). 

STAFF  PHYSICIAN — Highly  reputable  Chi- 
cago clinic  group  specializing  in  treating 
venous  disorders  by  unique  compression 
injection  treatment  needs  staff  physicians 
with  2-5  years  experience  preferably  in  inter- 
nal medicine  or  general  practice.  Offer  com- 
petitive compensation  package  and  opportu- 
nities for  growth.  Many  opportunities  for 
relocation  to  other  metropolitan  areas  are 
available.  If  you  are  tired  of  working  eve- 
nings and  weekends  and  are  motivated  to 
build  a practice  with  a leader  in  varicose  vein 
treatment,  please  send  CV  to  Medical  Direc- 
tor, Vein  Clinics  of  America,  2340  S.  Arling- 
ton Heights  Rd.,  Arlington  Heights,  IL 
60005. 


INDIANA — 50  miles  from  downtown  Chica-i 
go.  Thirty-five  physician  multispecialt) 
group  located  in  northwest  Indiana  (pop. 
60,000)  is  seeking  second  orthopaedic  sur-: 
geon.  With  a service  population  over 
110,000,  this  community  is  situated  on  the: 
shores  of  Lake  Michigan  and  offers  excep-i 
tional  recreational  activities.  The  clinic' 
houses  its  own  x-ray  laboratory,  audiology, 
physical  therapy,  surgery,  and  ER.  Excellentl 
compensation  and  benefit  package.  Call  or: 
write  Jean  Ecos,  250  Regency  Court,  Wauke-: 
sha,  WI  53186,  1-800-338-7107  or  1-414-' 
785-6500  (Collect). 

ANESTHESIOLOGIST.  Seeking  3 BC/BEi 
well-trained  anesthesiologists  to  join  8 physi-i| 
cians  and  1 2 CRN  As  in  a busy  group  practice  j 
which  includes  cardiothoracic,  neuro,  neo- 
natal, and  OB  at  a 650  bed  hospital  with  an  I 
academic  affiliation.  Sub-specialities  consid-l 
ered,  especially  cardiac,  pediatric,  and^ 
obstetrics.  Excellent  salary  and  benefits. 
Send  CV  to  Quentin  A.  Pletsch,  M.D.,  St. 
John’s  Hospital,  800  East  Carpenter,  Spring- 
field,  IL  62769. 

INTERNIST  OR  FAMILY  PRACTICE  PHYSI- 
CIAN with  strong  interpersonal  skills  for 
position  as  medical  director  of  women’s  cen- 
ter in  southwest  Chicago  suburb.  Half-time 
position  offers  attractive  compensation,  full 
benefits,  malpractice  insurance  and  liberal 
vacation.  Associated  with  a university  affiliat- 
ed teaching  hospital.  For  more  information 
or  appointment  call  Mary  Lynch  (312)  567- 
2215. 

THIRTY-FOUR  PHYSICIAN  multispecialty 
group  conveniently  located  between  Chicago 
and  Milwaukee.  Well  equipped  clinic  offer- 
ing salary  guarantee  with  incentive  bonus; 
excellent  fringe  benefits  and  early  owner- 
ship. Please  send  current  curriculum  vitae  to 
Roger  D.  Lacock,  Administrator,  Racine 
Medical  Clinic,  5625  Washington  Avenue, 
Racine,  WI  53406. 

OB/GYN  PHYSICIAN—  Bedroom  commu- 
nity of  Indianapolis.  Low  malpractice  insur- 
ance rates.  Individual  practice  supported  by 
the  hospital  and  coverage  with  another 
obstetrician.  Modern  180-bed  facility  in- 
cludes full  OB/GYN  services.  Established 
referral  base  and  excellent  family  environ- 
ment. Reply  to  Box  2103  c/o  Illinois  Medical 
Journal,  Twenty  North  Michigan  Avenue, 
Suite  700,  Chicago,  IL  60602. 

PEDIATRICS — Marshfield  Clinic,  a 250-phy- 
sician,  multi-specialty  private  group  practice, 
is  seeking  a board  certified  or  eligible  gener- 
al pediatrician  to  join  its  expanding  regional 
center  in  Chippewa  Falls.  Chippewa  Falls  is  a 
community  of  15,000  people  located  in 
beautiful  west  central  Wisconsin  with  a wide 
range  of  recreational,  educational,  and  cul- 
tural opportunities  easily  accessible.  The 
clinic  is  adjacent  to  a 1 10-bed  JCAH  accred- 
ited hospital.  Competitive  salary  and  fringe 
benefit  package.  Send  curriculum  vitae  and 
references  to:  Mr.  David  Draves,  Director, 
Regional  Development,  Marshfield  Clinic, 
1000  North  Oak  Avenue,  Marshfield,  WI 
54449.  Or  you  may  call  collect  at  (715) 
387-5376. 
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INTERNIST — Kxccllciii  opiiortuiiity  for  liC;/ 
iK  intcrnist(s).  Integrated  health  system  in 
Hast  growing  desert  community.  35  minutes 
ll'rom  Palm  Springs,  (atmpen.sation  plan 
'pvhich  includes  high  guaranteed  base  and 
Incentive  component.  Send  (iV'  to:  Delta 
■di-Dc.sert  Medical  Group,  915  Gamino  Del 
Mar,  Del  Mar,  (]A  92014. 

TWENTY-NINE  PHYSICIAN  multispccialty 
ylinic  located  iti  desirable  east  central  Wis- 
consin location  is  seeking  board  certihed  or 
Hoard  qualified  orthopedic  surgeon  to  round 
jut  its  services.  l,ab,  x-ray,  excellent  hospi- 
;al.  Liberal  guarantee  and  benefits.  If  intcr- 
psted  contact  D.  F.  Sweet,  M.D.,  Fond  du 
,Lac  Clinic,  S.C.,  80  Sheboygan  Street,  Fond 
du  Lac,  Wisconsin  54935. 

1 

i^VANSVILLE,  INDIANA — Immediate  posi- 
tion available  for  board  certified  family  prac- 
titioner in  busy,  growing  network  of  ambula- 
tory care  centers.  Excellent  income.  Flexible 
^heduling.  Contact  MFC  Medical  Center, 
13844  First  Avenue,  Evansville,  IN,  Attn: 

' Rebecca  Parker  or  call  (812)  428-6161. 

ikxCELLENT  PRACTICE  OPPORTUNITY  for 

ilnternist,  BC/BE  to  associate  with  an  ABIM 
I internist.  Competitive  salary  guaranteed  with 
ijincentive  formula,  800  hospital  beds, 
Imidwestern  city  of  100,000.  Send  CV  and 
inquiries  to  Box  2100,  c/o  Illinois  Medical 
tlfoumal,  Twenty  North  Michigan  Avenue, 
‘ISuite  700,  Chicago,  IL  60602. 

lEMERGENCY  DEPARTMENT  directorships, 
'ffull-time  and  part-time  opportunities  avail- 
able in  Illinois,  Indiana,  Iowa,  Kentucky, 
Michigan,  New  York,  Ohio,  Tennessee,  Tex- 
as, Virginia,  and  West  Virginia.  Guaranteed 
hourly  rate  and  malpractice  insurance.  Bene- 
fit package  available  to  full-time  physicians. 
Contact  Emergency  Consultants,  Inc.,  2240 
South  Airport  Road,  Room  17,  Traverse 
City,  MI  49684;  1-800-253-1795  or  in  Mich- 
igan 1-800-632-3496. 

1 

UNOPPOSED  PRACTICE  OPPORTUNITY  for 

nephrologist  to  associate  with  an  ABIM 
internist.  Excellent  salary  guaranteed  with 
incentive  formula,  800  hospital  beds,  mid- 
western  city  of  100,000.  Send  CV  and  inqui- 
ries to  Box  2102,  c/o  Illinois  Medical  Journal, 
Twenty  North  Michigan  Avenue,  Suite  700, 
Chicago,  IL  60602. 

UNOPPOSED  PRACTICE  OPPORTUNITY  for 

infectious  disease  specialist  to  associate  with 
an  ABIM  internist.  Excellent  salary  guaran- 
teed with  incentive  formula,  800  hospital 
beds,  midwestern  city  of  100,00.  Send  CV 
and  inquiries  to  Box  2101,  c/o  Illinois  Medi- 
Ual  Journal,  Twenty  North  Michigan  Avenue, 

I Suite  700,  Chicago,  IL  60602. 

3 PEDIATRICIAN  AND  GENERAL  INTERNIST 

or  family  practitioner  (husband/wife  team?) 
1 for  multispecialty  clinic  50  miles  southeast  of 
I Chicago  in  university  town  in  Dunes  county 
of  southern  Lake  Michigan.  Superior 
! schools,  many  recreational  opportunities, 
J small  town  atmosphere.  Pediatrician  to  join 
I long  established  pediatrician  with  extensive 
^ practice.  Eour  minutes  from  400  bed  hospi- 
*,  tal  with  NICU,  ICU,  CCU.  Contact:  Thomas 
I Covey,  M.D.,  F.A.A.P.  (219)  462-4167. 
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CHICAGO,  IL;  PULMONOLOGIST — Uni(|ue 
combination  of  a hospital-basetl  and  oHice 
practice  in  a progressive  community  hospital 
with  325  beds,  serving  a population  ol  over 
500,000.  Eighty  physiciatis  ofliced  at  the 
hospital.  BC/BE  required.  Includes  all 
aspects  of  pulmonary  and  critical  care  medi- 
cine with  some  internal  medicine.  Salaried 
position  with  bonus,  incentives,  and  liberal 
fringe  benefits.  Send  C.V.  to:  John  L.  Burke, 
Associate  Administrator,  Jackson  Park  Hos- 
pital, 7543  S.  Stony  Island,  Chicago,  IL 
60649.  (312)  947-7779.  EOF,  M/F. 

BOARD  CERTIFIED  OR  ELIGIBLE  PSYCHIA- 
TRIST for  inpatient  and  outpatient  treat- 
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Beyond 

the 

Bottom  Line 


As  physicians,  we  know  that  isolat- 
ing the  cause  of  a problem  can  be  a 
key  to  successful  intervention.  That 
.principle  works  in  many  contexts — 
including  social  policy. 

Last  summer,  the  Illinois  legisla- 
ture defeated  a bill  calling  for  man- 
datory Medicare  assignment  as  a 
condition  of  medical  licensure.  The 
bill  might  be  dead,  but  the  issue  is 
not.  This  period  of  relative  calm 
: offers  a rare  opportunity  for  arm- 
chair analysis. 

Most  of  us  would  agree  that  qual- 
; ity  health  care  for  our  elderly  popu- 
lation is  a reasonable  goal. 

A majority  would  also  agree  that 
mandatory  Medicare  assignment  is 
not  the  way  to  get  there.  But  how 
did  we  get  to  mandatory  assign- 
ment? 

Mandatory  assignment  is  a prod- 
uct of  the  same  kind  of  thinking 
that  brought  us  DRGs.  Or  more 
precisely,  the  same  allegiance  to 
formulaic  solutions  to  human  prob- 
lems. 

I’ve  heard  it  estimated  that  only 
about  30%  of  Illinois  physicians  are 
“participating”  {i.e.,  agree  to  take 


assignment  100%  of  the  time).  But 
over  60%  of  Medicare  claims  filed 
in  this  state  are  assigned.  That  num- 
ber doesn’t  surprise  me,  and  it 
probably  doesn’t  surprise  many  of 
you. 

We  physicians  have  always  done 
our  own  “means  tests.”  We  all  have 
patients  who  genuinely  can’t  afford 
to  pay  more  than  Medicare’s 
allowed  amount.  Medicine  is  a high- 
ly human  endeavor,  and  that  assess- 
ment is  a part  of  the  healing  art.  We 
don’t  need  a formula  to  know  when 
someone  needs  a helping  hand.  And 
we  don’t  need  a mandate  to  know 
when  it’s  our  turn  to  extend  it. 

The  Medicare  program  doesn’t 
distinguish  between  a destitute  wid- 


ow living  on  Social  Security  and  a 
multimillionaire.  Like  any  formula- 
ic system,  it  perpetuates  inequity. 

So,  to  return  to  our  initial 
premise,  public  policymakers  need 
to  grasp  some  fundamentals.  Man- 
datory assignment  is  a poor  solution 
because  it  derives  from  a faulty 
premise.  It  grows  out  of  the  kind  of 
mindset  which  fails  to  acknowledge 
that  medicine  is  a human  art.  That 
physician-patient  relationships  are 
personal,  and  each  one  is  unique. 
And  that  those  of  us  who  have 
chosen  this  profession  can  be 
trusted  to  look  beyond  the  bottom 
line. 

Let’s  make  sure  our  patients 
know  that.  ^ 


Harry  A.  Springer,  M.D. 

President 
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THE  VIEWBOX 

Contributing  Editor  Terrence  C.  Demos,  M.D.,  Professor  of  Radiology,  Department  of  Radiology, 
Loyola  University  Stritch  School  of  Medicine 

This  month's  Viewbox  was  contributed  by  Shin  I.  Nam,  M.D.,  attending  radiologist.  Veterans  Administration 
Hospital,  Hines,  Illinois. 


This  61 -year-old  man  had  an  excretory  urogram  because  of  recurrent 
dysuria.  His  general  health  is  good.  Physical  examination  is  normal. 


Figure  1 

Supine  view  of  the  abdomen  shows 
curvilinear  calcification  in  pelvis  (ar- 
rows). 


Figure  2 

Cystogram  shows  a superior  contour 
defect  and  adjacent  round  soft  tissue 
mass  (arrows). 


Figure  3 

CT shows  a mass  (arrows)  just  superior 
to  the  bladder. 


Your  diagnosis? 

1.  Urachal  cyst 

2.  Bladder  diverticulum 

3.  Urachal  sinus 

4.  Bladder  carcinoma 


(Continued  on  page  343) 
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Before  prescribing,  see  complete  prescribing 
Information  In  SKBF  LAB  CO.  literature  or  PDR. 
The  following  Is  a brief  summary^ 
Contraindications;  There  are  no  known  contraindi- 
cations to  the  use  of  Tagamet 
Precautions:  While  a weak  antlandrogenic  effect 
has  been  demonstrated  In  animals,  'Tagamet'  has 
been  shown  to  have  no  effect  on  spermatogenesis, 
sperm  count,  motility,  morphology  or  In  vitro  fertiliz- 
ing capacity  In  humans. 

In  a 24-month  toxicity  study  In  rats  at  dose  levels  ap- 
proximately 9 fo  56  times  the  recommended  human 
dose,  benign  Ley  dig  cell  tumors  were  seen.  These 
were  common  In  both  the  treated  and  control 
groups,  and  the  Incidence  became  significantly 
higher  only  In  the  aged  rats  receiving  'Tagamet '. 

Rare  Instances  of  cardiac  arrhythmias  and  hypoten- 
sion have  been  reported  following  the  rapid  admin- 
istration of  Tagamet ' HCI  (brand  of  cimetidine  hy- 
drochloride) Injection  by  Intravenous  bolus. 
Symptomatic  response  to  Tagamet'  therapy  does 
not  preclude  the  presence  of  a gastric  malignancy 
There  have  been  rare  reports  of  transient  healing  of 
gastric  ulcers  despite  subsequently  documented  ma- 
lignancy 

Reversible  confuslonal  states  have  been  reported  on 
occasion,  predominantly  In  severely  III  patients. 
Tagamet'  has  been  reported  to  reduce  the  hepatic 
metabolism  of  warfarin-type  anticoagulants,  pheny- 
toln,  propranolol,  chlordlazepoxide,  diazepam,  lldo- 
calne,  theophylline  and  metronidazole.  Clinically  sig- 
nificant effects  have  been  reported  with  the 
warfarin  anticoagulants;  therefore,  dose  monitor- 
ing of  prothrombin  time  Is  recommended,  and  ad- 
justment of  the  anticoagulant  dose  may  be  neces- 
sary when  Tagamet'  Is  administered  concomitantly 
Interaction  with  phenytoln,  lldocalne  and  theophyl- 
line has  also  been  reported  to  produce  adverse  clini- 
cal effects. 

However,  a crossover  study  In  healthy  subjects  re- 
ceiving either  Tagamet'  300  mg.  q.I.d.  or  800  mg. 
h.s.  concomitantly  with  a 300  mg.  b i d.  dosage  of 
theophylline  fTheo-Dur*,  Key  Pharmaceuticals,  Inc.), 


demonstrated  less  alteration  In  steady-state  theo- 
phylline peak  serum  levels  with  the  800  mg.  h.s.  regi- 
men, particularly  In  subjects  aged  54  years  and  older. 
Data  beyond  ten  days  are  not  available.  (Note:  All 
patients  receiving  theophylline  should  be  monitored 
appropriately  regardless  of  concomitant  drug  ther- 
Rpy-l 

Lack  of  experience  to  date  precludes  recommending 
'Tagamet'  for  use  In  pregnant  patients,  women  of 
childbearing  potential,  nursing  mothers  or  children 
under  16  unless  anticipated  benefits  outweigh  po- 
tential risks;  generally  nursing  should  not  be  under- 
taken In  patients  taking  the  drug  since  cimetidine  Is 
secreted  In  human  milk. 

Adverse  Reactions:  Diarrhea,  dizziness,  somno- 
lence, headache,  rash.  Reversible  arthralgia,  myalgia 
and  exacerbation  of  joint  symptoms  In  patients  with 
preexisting  arthritis  have  been  reported.  Reversible 
confuslonal  states  /e.g.,  mental  confusion,  agitation, 
psychosis,  depression,  anxiety  hallucinations,  disori- 
entation), predominantly  In  severely  III  patients, 
have  been  reported.  Gynecomastia  and  reversible 
Impotence  In  patients  with  pathological  hypersecre- 
tory disorders  receiving  Tagamet',  particularly  In 
high  doses,  for  at  least  12  months,  have  been  re- 
ported. Reversible  alopecia  has  been  reported  very 
rarely.  Decreased  white  blood  cell  counts  In 
'Tagamet '-treated  patients  (approximately  I per 
100,000  patients).  Including  agranulocytosis  (ap- 
proximately 3 per  million  patients),  have  been  re- 
ported, Including  a few  reports  of  recurrence  on  re- 
challenge. Most  of  these  reports  were  In  patients 
who  had  serious  concomitant  Illnesses  and  received 
drugs  and/or  treatment  known  to  produce  neutrope- 
nia. Thrombocytopenia  (approximately  3 per  million 
patients)  and  a few  cases  of  aplastic  anemia  have 
also  been  reported.  Increased  serum  transaminase 
and  creatinine,  as  well  as  rare  cases  of  fever,  intersti- 
tial nephritis,  urinary  retention,  pancreatitis  and  al- 
lergic reactions.  Including  hypersensitivity  vascu- 
litis, have  been  reported.  Reversible  adverse  hepatic 
effects,  cholestatic  or  mixed  cholestatic- 
hepatocellular  In  nature,  have  been  reported  rarely. 
8ecause  of  the  predominance  of  cholestatic  features, 
severe  parenchymal  injury  Is  considered  highly  un- 


likely A single  case  of  biopsy-proven  periportal 
hepatic  fibrosis  In  a patient  receiving  Tagamet'  has 
been  reported. 

How  Supplied:  Tablets;  200  mg.  tablets  In  bottles 
of  100;  300  mg.  tablets  In  bottles  of  100  and  Single 
Unit  Packages  of  100  (Intended  for  Institutional  use 
only);  400  mg.  tablets  In  bottles  of  60  and  Single 
Unit  Packages  of  100  (Intended  lor  Institutional  use 
only),  and  800  mg.  TlltabP  tablets  In  bottles  of  30 
and  Single  Unit  Packages  of  1 00  (Intended  for  Insti- 
tutional use  only). 

Liquid:  300  mg./S  ml..  In  8 fl.  oz.  (237  ml.)  amber 
glass  bottles  and  In  single-dose  units  (300  mg./S  ml.). 
In  packages  of  10  (Intended  for  Institutional  use 
only). 

Injection; 

Vials:  300  mg./2  ml.  In  single-dose  vials.  In  packages 
of  10  and  30,  and  In  8 ml.  multiple-dose  vials.  In 
packages  of  10  and  25. 

Prefilled  Syringes:  300  mg./2  ml.  In  single-dose  pre- 
filled disposable  syringes. 

Plastic  Containers;  300  mg.  In  SO  ml.  of  0.9%  So- 
dium Chloride  In  single-dose  plastic  containers.  In 
packages  of  4 units.  No  preservative  has  been 
added. 

ADD-Vantage*'  Vials;  300  mgJ2  ml.  In  single-dose, 
ADD-Vantage'^  Vials,  In  packages  of  2S. 

Exposure  of  the  premixed  product  to  excessive  heat 
should  be  avoided.  It  Is  recommended  the  product  be 
stored  at  controlled  room  temperature.  8rlef  expo- 
sure up  to  40  °C  does  not  adversely  affect  the  pre- 
mixed product. 

Tagamet ' HCI  (brand  of  cimetidine  hydrochloride)  In- 
jection premixed  In  single-dose  plastic  containers  is 
manufactured  for  5K&F  Lab  Co.  by  Travenol  Labora- 
tories, InC;  Deerfield,  IL  60015. 

* ADD-Vshtage*  is  a trademark  of  Abbott  Laboratories. 
BRS-TO:L73$  Date  of  issuance  Apr.  1987 

SK&F  LAB  CO. 

Cidra,  P.R.  00639 
©SK&FLabCo.,  1988 
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OBITUARIES 


* Allen,  John  P.,  Galesburg,  died  March  25,  1988,  at 
the  age  of  45.  Dr.  Allen  was  a 1967  graduate  of  the 
University  of  Oregon  Medical  School,  Portland. 

**BartZ,  Helen  C.,  Ft.  Myers,  Florida,  died  March  26, 
1988,  at  the  age  of  86.  Dr.  Bartz  was  a 1928  graduate 
of  Rush  Medical  College,  Chicago. 

•Beguesse,  Barry  O.,  Chicago,  died  February  13, 
1988,  at  the  age  of  69.  Dr.  Beguesse  was  a 1944 
graduate  of  Meharry  Medical  College  School  of  Medi- 
cine, Nashville. 

**Caliendo,  Joseph  E.,  Chicago,  died  November  18, 

1987,  at  the  age  of  78.  Dr.  Caliendo  was  a 1931 
graduate  of  Loyola  University  Stritch  School  of  Medi- 
cine, Maywood. 

*Chandrasekharan,  Rajamanickam,  Centralia,  died 
November  27,  1987,  at  the  age  of  48.  Dr.  Chandrasek- 
haran  was  a 1962  graduate  of  the  Madras  Medical 
College,  Madras,  India. 

^Chapman,  Robert  A.,  Belleville,  died  January  18, 

1988,  at  the  age  of  67.  Dr.  Chapman  was  a 1945 
graduate  of  the  University  of  Illinois  College  of  Medi- 
cine, Chicago. 

*Costanzo,  Vincent  A.,  Calumet  City,  died  January 
13,  1988,  at  the  age  of  79.  Dr.  Costanzo  was  a 1941 
graduate  of  the  University  of  Health  Sciences/Chicago 
Medical  School,  Chicago. 

DeBartolo,  Hansel  M.,  Aurora,  died  February  26, 
1988,  at  the  age  of  72.  Dr.  DeBartolo  was  a 1942 
graduate  of  the  University  of  Health  Sciences/Chicago 
Medical  School. 

Dougherty,  Roderick  J.,  Oak  Park,  died  January  2, 
1988,  at  the  age  of  77.  Dr.  Dougherty  was  a 1940 
graduate  of  Loyola  University  Stritch  School  of  Medi- 
cine. 

“Drammis,  John  J.,  Chicago,  died  March  29,  1987,  at 
the  age  of  88.  Dr.  Drammis  was  a 1922  graduate  of 
Loyola  University  Stritch  School  of  Medicine,  May- 
wood. 

*Garcia,  Rogelio  E.,  Lincolnwood,  died  February  15, 
1987,  at  the  age  of  76.  Dr.  Garcia  was  a 1940  graduate 
of  the  Facultad  de  Medicina  de  la  Universidad  de  la 
Habana,  Havana,  Cuba. 


*Gawron,  Walter  W.,  Chicago,  died  October  7,  1987, 
at  the  age  of  64.  Dr.  Gawron  was  a 1954  graduate  of  I 
the  Facultad  de  Medicina  de  la  Universidad  de  Madrid, 
Madrid,  Spain. 

^Goodman,  Maurice,  Laguna  Hills,  California,  died 
September  21,  1987,  at  the  age  of  83.  Dr.  Goodman 
was  a 1929  graduate  of  Loyola  University  Stritch 
School  of  Medicine,  Maywood. 

‘Gordon,  Harold,  Lincolnwood,  died  March  25,  1988, 
at  the  age  of  62.  Dr.  Gordon  was  a 1954  graduate  of 
the  University  of  Illinois  College  of  Medicine,  Chica- 
go- 

‘Grigaliunas,  Yolanda,  Chicago,  died  July  6,  1987,  at 
the  age  of  47.  Dr.  Grigaliunas  was  a 1966  graduate  of 
the  Facultad  de  Medicina  de  la  Universidad  Nacional 
de  Columbia  Ciudad  Universitaria,  Bogota,  Cundina- 
marca,  Columbia. 

“Hoeksema,  Henry,  Palos  Heights,  died  September 
18,  1987,  at  the  age  of  80.  Dr.  Hoeksema  was  a 1932 
graduate  of  Rush  Medical  College,  Chicago. 

“Janson,  Helge,  Glenwood,  died  November  16,  1987, 
at  the  age  of  89.  Dr.  Janson  was  a 1925  graduate  of 
Rush  Medical  College,  Chicago. 

Kaplansky,  Mikhail,  Maywood,  died  December  20, 
1987,  at  the  age  of  47.  Dr.  Kaplansky  was  a 1966 
graduate  of  the  Vitebskij  Medicinskij  Institut,  Vitebsk, 
U.S.S.R. 

“Kittilsen,  Lester  H.,  Diamond  City,  Arizona,  died 
December  6,  1987,  at  the  age  of  80.  Dr.  Kittilsen  was  a 
1 934  graduate  of  Loyola  University  Stritch  School  of 
Medicine,  Maywood. 

‘Kloempken,  Robert  C.,  Huntley,  died  January  1, 
1987,  at  the  age  of  65.  Dr.  Kloempken  was  a 1946 
graduate  of  Loyola  University  Stritch  School  of  Medi- 
cine, Maywood. 

Kucharski,  Stanley  C.,  Arlington  Heights,  died 
December  30,  1987,  at  the  age  of  77.  Dr.  Kucharski 
was  a 1935  graduate  of  the  University  of  Health 
Sciences/Chicago  Medical  School,  Chicago. 


(continued  on  page  306) 
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Penetration  plus  Duration 

Superior  tissue  penetration  and  duration  of  aaion 
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(CEFADROXIL) 


. . . the  oral  cephalosporin  with 
once-  or  twice-a-day  closing 


‘May  not  correlate  with  clinical  results. 


© 1 988  Bristol-Myers  U.S.  Pharmaceutical  and  Nutritional  Group 
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For  Brief  Summary,  please  see  following  page. 


DURICEF"  (CEFADROXIL) 

Penetration  plus  Duration 
in  Oral  Cephalosporin  Therapy 

INDICATIONS;  DURICEF  (cefadroxil)  is  indicated  for  the  treatment 
of  the  following  infections  when  caused  by  susceptible  strains  of 
the  designated  microorganisms:  Urinary  tract  infections  caused 
by  E coli,  P mirabilis.  and  Klebsiella  species.  Skin  and  skin  struc- 
ture infections  caused  by  staphylococci  and/or  streptococci^ 
Pharyngitis  and  tonsillitis  caused  by  Group  A beta-hemolytic  strep- 
tococci' (Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  Including  the  prophylaxis 
of  rheumatic  fever.  DURICEF  is  generally  effective  in  the  eradication 
of  streptococci  from  the  nasopharynx;  however,  substantial  data 
establishing  the  efficacy  of  DURICEF  in  the  subsequent  prevention 
of  rheumatic  fever  are  not  available  at  present.) 

/Vo/e- Culture  and  susceptibility  tests  should  be  initiated  prior  to 
and  during  therapy  Renal  function  studies  should  be  performed 
when  indicated. 

CONTRAINDICATIONS:  DURICEF  is  contraindicated  in  patients  with 
known  allergy  to  the  cephalosporin  group  of  antibiotics. 
WARNING:  IN  PENICILLIN-ALLERGIC  PATIENTS,  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  USED  WITH  GREAT  CAUTION. 
THERE  IS  CLINICAL  ANO  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  PENICILLINS  AND  CEPHALO- 
SPORINS, AND  THERE  ARE  INSTANCES  OF  PATIENTS  WHO  HAVE 
HAD  REACTIONS  TO  BOTH  ORUGS  (INCLUOING  FATAL 
ANAPHYLAXIS  AFTER  PARENTERAL  USE). 

Any  patient  who  has  demonstrated  a history  of  some  form  of 
allergy,  particularly  to  drugs,  should  receive  antibiotics  cautiously 
and  then  only  when  absolutely  necessary.  No  exception  should  be 
made  with  regard  to  DURICEF  (cefadroxil).  Pseudomembranous 
colitis  has  been  reported  with  the  use  of  cephalosporins  (and 
other  broad  spectrum  antibiotics);  Iherefore,  It  is  important  to 
consider  its  diagnosis  In  palients  who  develop  diarrhea  in  associ- 
ation with  antibiotic  use.  Treatment  with  broad  spectrum  anti- 
biotics alters  normal  flora  of  the  colon  and  may  permit  overgrowth 
of  Clostridia.  Studies  indicate  a toxin  produced  by  Clostridium 
difficile  is  one  primary  cause  of  antibiotic-associated  colitis. 
Cholestyramine  and  colestipol  resins  have  been  shown  to  bind  the 
toxin  in  vitro  Mild  cases  of  colitis  may  respond  to  drug  dis- 
continuance alone.  Moderate  to  severe  cases  should  be  managed 
with  fluid,  electrolyfe  and  protein  supplementation  as  indicated. 
When  the  colitis  is  not  relieved  by  drug  discontinuance  or  when 
it  is  severe,  oral  vancomycin  is  the  treatment  of  choice  for  antibiotic- 
associated  pseudomembranous  colitis  produced  by  C.  difficile. 
Other  causes  of  colitis  should  also  be  considered. 

PRECAUTIONS:  Patients  should  be  followed  carefully  so  that  any 
side-effects  or  unusual  manifestations  of  drug  idiosyncrasy  may 
be  detected.  If  a hypersensitivity  reaction  occurs,  the  drug  should 
be  discontinued  and  the  patient  treated  with  the  usual  agents  (e  g.. 
epinephrine  or  other  pressor  amines,  antihistamines,  or  cortico- 
steroids), 

DURICEF  (cefadroxil)  should  be  used  with  caution  in  the  presence 
of  markedly  impaired  renal  function  (creatinine  clearance  rate  of 
less  than  50  ml/min/1.73M').  (See  Dosage  and  Administration 
section  of  Prescribing  Information.)  in  patients  with  known  or 
suspected  renal  impairment,  careful  clinical  observation  and  ap- 
propriate laboratory  studies  should  be  made  prior  to  and  during 
therapy. 

Prolonged  use  of  DURICEF  may  result  in  the  overgrowth  of  non- 
susceptible  organisms.  Careful  observation  of  the  patient  is 
essential.  If  superinfection  occurs  during  therapy,  appropriate  mea- 
sures should  be  taken. 

Positive  direct  Coombs  tests  have  been  reported  during  treatment 
with  the  cephalosporin  antibiotics.  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when  antiglobulin  tests  are 
performed  on  the  minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics  before 
parturition,  it  should  be  recognized  that  a positive  Coombs  test 
may  be  due  to  the  drug.  DURICEF  should  be  prescribed  with 
caution  in  individuals  with  a history  of  gastrointestinal  disease, 
particularly  colitis. 

Usage  in  Pregnancy:  Pregnancy  Category  B,  Reproduction  studies 
have  been  performed  in  mice  and  rats  at  doses  up  to  1 1 times 
the  human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  cefadroxil.  There  are,  however,  no 
adequate  and  well  controlled  studies  in  pregnant  women  Because 
animal  reproduction  studies  are  not  always  predictive  of  human 
response,  this  drug  should  be  used  during  pregnancy  only  if 
clearly  needed 

Nursing  Mothers:  Caution  should  be  exercised  when  cefadroxil  is 
administered  to  a nursing  mother. 

ADVERSE  REACTIONS:  Gastrointestinal— Symptoms  of  pseudo- 
membranous colitis  can  appear  during  antibiotic  treatment.  Nausea 
and  vomiting  have  been  reported  rarely. 

Hypersensitivity- Mleipies  (in  the  form  of  rash,  urticaria,  and 
angioedema)  have  been  observed.  These  reactions  usually  sub- 
sided upon  discontinuation  of  the  drug. 

Other  reactions  have  included  genital  pruritus,  genital  moniliasis, 
vaginitis,  and  moderate  transient  neutropenia. 

Before  prescribing  or  administering,  see  package  insert 
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Bristol-Myers  U.S.  Pharmaceutical  and  Nutritional  Group 
Evansville,  Indiana  47721  USA 


GUIDE  TO  CONTINUING  MEDICAL 
EDUCATION 


Compiled  for  Illinois  physicians  by 
the  Illinois  State  Medical  Society, 
Twenty  North  Michigan  Avenue, 
Suite  700,  Chicago  Illinois  60602, 
(312)  782-1654. 

Items  for  this  calendar  must  be 
received  90  days  prior  to  the  event. 
Those  received  earlier  may  ap- 
pear in  up  to  three  monthly 
issues,  depending  upon  the 


June 

Hematology/Oncoloqy/Internal 

Medicine 

Recent  Advances  in  the  Diagnosis  and  Management  of 
Malignant  Disease 

For:  Internists,  hematologists,  oncologists,  and  interested 
physicians.  Course.  June  22-24,  Chicago,  IL.  Sponsor: 
Rush  Cancer  Center,  Rush-Presbyterian-St.  Luke's  Medical 
Center.  1725  W.  Harrison  Street,  Chicago,  IL  60612.  Fee: 
Varies.  Credit:  Category  1:  17-*/4  hours.  Contact:  American 
College  of  Physicians  Registration  Services.  Phone:  (800) 
523-1546. 

Obstetrics/Gynecology 

Obstetrics  and  Gynecology  Review  Course 
For:  OB/GYN‘s.  Course,  June  13-18,  Chicago.  Sponsor: 
University  of  Chicago,  Center  for  Continuing  Medical 
Education.  5841  S.  Maryland,  Box  139,  Chicago,  IL  60637. 
Fee:  $550.  Reg.  Limit:  300.  Credit:  Category  1:  39  hours. 
Contact:  Marlene  Goldberg.  Phone;  (312)  702-1056. 

Occupational  Medicine 

Occupational  Disorders  of  the  Upper  Extremities 
Lecture,  June  27-29,  Oak  Brook,  IL.  Sponsor:  Loyola 
University  of  Chicago,  2160  S.  First  Avenue,  Maywood,  IL 
60153.  Fee:  $250.  Credit:  Category  1:17  hours.  Contact: 
Division  of  Continuing  Medical  Education.  Phone:  (312) 
531-3236. 

Ophthalmology 

Corneal  Surgery  for  the  Anterior  Segment  Surgeon;  Hands- 
On  Workshop 

For:  Ophthalmologists.  Workshop,  June  24-25.  Chicago. 
Sponsor:  The  Cornea  Service.  Dept,  of  Ophthalmology, 
Rush-Presbylerian-St.  Luke’s  Medical  Center.  1753  W. 
Congress  Parkway,  Chicago,  IL  60612.  Fee:  $300.  Reg. 
Limit:  100.  Credit:  Category  1:16  hours.  Contact:  Victoria 
O’Sullivan,  University  Office  of  CME,  600  S.  Paulina, 
Chicago,  IL  60612.  Phone:  (312)  942-7119. 

Contact  Lens  Course 

For:  Ophthalmologists.  Course,  June  17-18,  University  of 
Illinois  Hospital,  Eye  Sc  Ear  Inhrmary,  Chicago.  Sponsor: 
University  of  Illinois  College  of  Medicine,  Dept,  of  Ophthal- 
mology, 912  S.  Wood,  Chicago,  IL  60612.  Fee:  $150.  Reg. 


number  of  listings  received.  Only 
courses  meeting  in  Illinois  or  adja- 
cent states  and/or  sponsored  by  an 
Illinois  organization,  if  meeting 
outside  the  state,  will  be  published. 
Please  call  or  write  ISMS  and 
request  a “Calendar  Listing  Form” 
if  you  are  interested  in  publicizing 
your  upcoming  meeting  in  this  cal- 
endar. 


Limit:  200.  Credit:  Category  1:  pending.  Contact:  Confer- 
ence Registrar.  Phone:  (312)  996-5225. 

Otolaryngology 

Endoscopic  Sinus  Surgery  Workshop 
For:  Otolaryngologists.  Workshop,  June  17-18,  Chicago. 
Sponsor:  University  of  Chicago  School  of  Medicine,  Office 
of  Continuing  Medical  Education,  5841  S.  Maryland,  Box 
139,  Chicago,  IL  60637.  Fee:  To  be  determined.  Reg. 
Limit:  60.  Credit:  Category  1:  To  be  determined.  Contact: 
Marlene  Goldberg.  Phone:  (312)  702-1056. 

Pathology 

Seminar  on  New  Technology 

For:  Pathologists.  Lecture,  June  13,  Drake  Hotel,  Chicago. 
Sponsor;  Chicago  Pathology  Society,  c/o  Loretto  Hospital, 
645  S.  Central  Ave.,  Chicago.  IL  60644  and  Michael  Reese 
Hospital  and  Medical  Center.  Fee:  None.  Credit:  Category 
1:  2 hours  for  Chicago  Pathology  Society  members  only. 
Contact:  Marshall  H.  Short,  M.D.  Phone:  (312)  626-4300, 
Ext.  5720. 

July 

Allergy 

Clinical  Allergy  for  the  Practicing  Physician 
For:  Physicians.  Seminar,  July  21-23,  St.  Louis,  MO.  Spon- 
sor: Washington  University  School  of  Medicine,  Box  8063, 
660  S.  Euclid,  St.  Louis,  MO  63110.  Fee:  $175.  Reg.  Limit: 
150.  Credit:  Category  1;  15  hours:  AAEP  Prescribed:  15 
hours;  and  ADA:  15  hours.  Contact:  Loretta  Giacoletto. 
Phone:  (800)  325-9862. 

August 

Surgery,  Ophthalmology,  Dermatology 

Laser  Use  and  Safety  Issues 

For:  Physicians  and  other  health  professionals.  Conference, 
August  25-26,  Madison,  WI.  Sponsor:  University  of  Wis- 
consin-Madison,  Continuing  Medical  Education,  2715  Mar- 
shall Court,  Madison,  WI  53705.  Fee:  TBA.  Reg.  Limit; 
None.  Credit:  Category  1:10  hours;  AOA  Category  2-D:  10 
hours;  University  of  Wisconsin  CEH:  10  hours.  Contact: 
Cathy  Means,  Program  Coordinator.  Phone:  (608)  263- 
6637.  i 
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Most  Popular  K 

Slow-K 

potassium  chloride 
slow-release  tablets 

8 mExq  (600  mg) 

It  means  dependcibility"  in  almost  any  language 

♦Based  on  worldwide  sales  data  on  file,  CIBA  Pharmaceutical  Company. 

Capsule  or  tablet  slow-release  potassium  chloride  preparations  should  be  reserved  for  patients 
who  cannot  tolerate,  refuse  to  take,  or  have  compliance  problems  with  liquid  or  effervescent 
potassium  preparations  because  of  reports  of  intestinal  and  gastric  ulceration  and  bleeding 

with  slow-release  KCI  preparations. 

Before  prescribing,  please  consult  Brief  Prescribing  Information  on  next  page. 


988,  CIBA. 


CIBA 


128-3568-A 


TheVVAwlcrs 

Most  Popular  K 

For  good  reasons 

□ It  works— a 12-year  record  of  efficacy' 

□ It’s  safe— unsurpassed  by  any  other  KCI  tablet  or  capsule^* 

□ It’s  acceptable  vs  liquids— greater  palatability,  fewer  Gl  complaints, 
lower  incidence  of  nausea^ 

□ It’s  comparable  to  10  mLq— in  low-dosage  supplementation^^ 

□ It’s  economical— less  expensive  than  all  other  leading  KCI  slow-release 
supplements  on  a per  tablet  cost  to  the  patient ' 

SloW'K^ 

potassium  chloride 
slow-release  tablets  s mEq  (6oo  mg) 


For  patients  who  can't  or  won't  tolerate  liquid  KCI 
*The  most  common  adverse  reactions  to  potassium  salts  ate  gastrointestinal  side  effects, 
t Pooled  mean  serum  potassium  foilowing  oral  administration  of  30  mEq  K-Tab 
compared  to  24  mEq  Slow-K  in  diuretic -treated  hypertensives  (n  20)  over  8 weeks. 

C I B A 


Relerences:  1.  Data  on  file,  CIBA  Pharmaceutical  Company  2.  Skoutakis 
VA,  Acchiardo  SR,  Woiciechowski  NJ,  et  al  Liquid  and  solid  potassium 
chloride  Bioavailability  and  safety  Pharmacolherapy  1980.4(5}  392-397 
3.  Skoutakis  VA.  Carter  CA,  Acchiardo  SR  Therapeutic  assessment  of 
Slow-K  and  K-Tab  pofassium  chloride  formulafions  in  hyperfensive 
pafienfs  freafed  with  thiazide  diuretics.  Drug  Inlell  Clin  Pharm 
f987.2f  436-440 


Slow-K' 

otassium  chloride  USP 
low-Release  Tablets 
8 mEq  (600  mg) 

BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  SEE 
PACKAGE  INSERT) 

INDICATIONS  AND  USAGE 

BECAUSE  OF  REPORTS  OF  INHSTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARA 
TIONS,  THESE  DRUGS  SHOULD  BE  RESERVED  FOR  THOSE  PATIENTS 
WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EFFERVES- 
CENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE 
IS  A PROBLEM  OF  COMPLIANCE  WITH  THESE  PREPARATIONS. 

1 For  Iherapeulic  use  in  pafienfs  with  hypokalemia  with  or  without  meta- 
bolic alkalosis:  in  digitalis  intoxication  and  in  patients  with  hypokalemic 
familial  periodic  paralysis 

2 For  prevention  of  potassium  depletion  when  the  dietary  intake  of  potas- 
sium IS  inadequate  in  the  following  conditions  patients  receiving  digitalis 
and  diuretics  for  congestive  heart  failure:  hepatic  cirrhosis  with  ascites: 
states  of  aldosterone  excess  with  normal  renal  function,  potassium-losing 
nephropathy,  and  certain  diarrheal  states 

3 The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncompli- 
cated essentiaf  hypertension  is  often  unnecessary  when  such  patients  have 
a normal  dietary  pattern  Serum  potassium  should  be  checker!  periodically, 
however,  and  if  hypokalemia  occurs,  dietary  supplementation  with  potas- 
sium-containing foods  may  be  adequate  to  control  milder  cases  In  more 
severe  cases  supplementation  with  potassium  salts  may  be  indicated 
CONTRAINDICATIONS 

Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia, 
since  a further  increase  in  serum  potassium  concentration  in  such  patients 
can  produce  cardiac  arrest  Hyperkalemia  may  complicate  any  of  the  follow- 
ing conditions:  chronic  renal  failure,  syslemic  acidosis  such  as  diabetic 
acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  fhe  administrafion  of  a potassium-sparing  diuretic 
(e  g,,  spironolactone,  triamterene)  (see  OVERDOSAGE) 

All  solid  dosage  forms  of  potassium  supplements  are  contraindicated  in 
any  patient  in  whom  there  is  cause  for  arresf  or  delay  in  tablet  passage 
through  the  gastrointestinal  tract  In  these  instances,  potassium  supple- 
mentation should  be  with  a liquid  preparation  Wax-matrix  potassium  chlo- 
nde  preparations  have  produced  esophageal  ulceration  in  certain  cardiac 

aatients  with  esophageal  compression  due  to  an  enlarged  left  atrium 
/ARNINGS 

Hyperkalemia  (See  OVERDOSAGE) 

In  patients  with  impaired  mechanisms  tor  excreting  potassium,  the  admin- 
istration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest 
This  occurs  most  commonly  in  patients  given  potassium  by  the  intravenous 
route  but  may  also  occur  in  patients  given  potassium  orally  Potentially  fatal 
hyperkalemia  can  develop  rapidly  and  be  asymptomatic 
The  use  of  potassium  salts  in  patients  with  chronic  renal  disease,  or  any 
other  condition  which  impairs  potassium  excretion,  requires  particularly 
careful  monitoring  of  the  serum  potassium  concentration  and  appropriate 
dosage  adjustment 


Interacfion  With  Potassium-Sparing  Diuretics 

Hypokalemia  should  not  be  treated  by  the  concomitant  administration  of 
potassium  salts  and  a potassium-sparing  diuretic  (e  g , spironolactone  or 
triamterene),  since  the  simultaneous  administration  of  these  agents  can 
produce  severe  hyperkalemia 

Gastroinfeslinal  Lesions 

Potassium  chloride  tablets  have  produced  stenotic  and'or  ulcerative  lesions 
of  the  small  bowel  and  deaths  These  lesions  are  caused  by.a  high  localized 
concentration  of  potassium  ion  in  the  region  of  a rapidly  dissolving  tablet, 
which  injures  the  bowel  wall  and  thereby  produces  obstruction,  hemor- 
rhage, or  perforation  Slow-K  is  a wax-matrix  tablet  formulated  to  provide  a 
controlled  rate  of  release  of  potassium  chloride  and  thus  to  minimize  the 
possibility  of  a high  local  concentration  of  potassium  ion  near  the  bowel 
wall  While  the  reported  frequency  of  small-bowel  lesions  is  much  less  with 
wax-malrix  tablets  (less  than  one  per  fOO.OOO  patient-years)  than  with 
enteric-coated  potassium  chloride  tablets  (40-50  per  fOO.OOO  patient- 
years)  cases  associated  with  wax-matrix  tablets  have  been  reported  both  in 
foreign  countries  and  in  the  United  States  In  addition,  perhaps  because  the 
wax-matrix  preparations  are  not  enteric-coated  and  release  potassium  in  the 
stomach,  there  have  been  reports  of  upper  gastrointestinal  bleeding  asso- 
ciated with  these  products  The  total  number  of  gastrointestinal  lesions 
remains  approximately  one  per  fOO.OOO  patient-years.  Slow-K  should  be 
discontinued  immediately  and  the  possibility  of  bowel  obstruction  or  perfo- 
ration considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastro- 
intestinal bleeding  occurs 
Melabolic  Acidosis 

Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  ci- 
trate, or  potassium  acetate 

PRECAUTIDNS 

General: 

The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating 
hypokalemia  in  a patient  with  a clinical  history  suggesting  some  cause  for 
potassium  depletion  In  interpreting  the  serum  potassium  level,  the  physi- 
cian should  bear  in  mind  that  acute  alkalosis  perse  can  produce  hypokale- 
mia in  the  absence  of  a deficit  in  total  body  potassium,  while  acute  acidosis 
per  se  can  increase  the  serum  potassium  concentration  into  the  normal 
range  even  in  the  presence  ot  a reduced  total  body  potassium 
Information  for  Patients 

Physicians  should  consider  reminding  the  patieht  of  the  following 
To  take  each  dose  without  crushing,  chewing,  or  sucking  the  tablets 
To  take  this  medicine  only  as  directed  This  is  especially  important  if  the 
patieht  IS  also  taking  both  diuretics  and  digitalis  preparations 
To  check  with  the  physician  it  there  is  trouble  swallowing  tablets  or  if  the 
tablets  seem  to  stick  in  the  throat 

To  check  with  the  doctor  at  once  it  tarry  stools  or  other  evidence  of 
gastrointestinal  bleeding  is  noticed 

Laboratory  Tests 

Regular  serum  potassium  determinations  are  recommended  In  addition, 
during  the  treatment  of  potassium  depletion,  careful  attention  should  be 
paid  to  acid-base  balance,  other  serum  electrolyte  levels,  the  electrocardio- 
gram, and  the  clinical  status  ot  the  patient,  particularly  in  the  presence  of 
cardiac  disease,  renal  disease,  or  acidosis. 

Drug  Interactions 

Potassium-sparing  diuretics  see  WARNINGS 

Carcinogenesis,  Mutagenesis.  Impairment  ot  Fertility 

Long-term  carcinogenicity  studies  in  animals  have  not  been  performed 

Pregnancy  Category  C 

Animal  reproduction  studies  have  not  been  conducted  with  Slow-K  It  is  also 
not  known  whether  Slow-K  can  cause  fetal  harm  when  administered  to  a 
pregnant  woman  or  can  affect  reproduction  capacity  Slow-K  should  be 
iven  to  a pregnant  woman  only  if  clearly  needed 

ursing  Mothers 

The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq/L  It  is  not 
known  it  Slow-K  has  an  effect  on  this  content  Caution  should  be  exercised 
when  Slow-K  is  administered  to  a nursing  woman 


Pediatric  Use 

Safety  and  effectiveness  in  children  have  not  been  established, 

ADVERSE  REACTIONS 

One  ot  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDl 
CATIONS,  WARNINGS,  and  OVERDOSAGE)  There  also  have  been  report 
of  upper  and  lower  gastrointestinal  conditions  including  obstruction,  bleec 
ing,  ulceration,  and  perforation  (see  CONTRAINDICATIONS  and  WARN 
INGS):  other  factors  known  to  be  associated  with  such  conditions  wer 
present  in  many  of  these  patients 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea 
vomiting , abdominal  discomfort . and  diarrhea  These  symptoms  are  due  t 
irritation  ot  the  gastrointestinal  tract  and  are  best  managed  by  taking  th 
dose  with  meals  or  reducing  the  dose. 

Skin  rash  has  been  reported  rarely 
OVERDOSAGE 

The  administration  of  oral  potassium  salts  to  persons  with  normal  excretor 
mechanisms  for  potassium  rarely  causes  serious  hyperkalemia  However, 
excretory  mechahisms  are  impaired  or  if  potassium  is  administered  to 
rapidly  intravenously,  potentially  fatal  hyperkalemia  can  result  (see  CON 
TRAINDICATIONS  and  WARNINGS)  It  is  important  to  recognize  that  hypei 
kalemia  is  usually  asymptomatic  and  may  be  manifested  only  by  a 
increased  serum  potassium  concentration  (6  5-8  0 mEq/L)  and  character 
istic  electrocardiographic  changes  (peaking  ot  T waves,  loss  of  P wave 
depression  of  S-T  segment,  and  prolongation  of  the  O-T  interval)  Lat 
manifestations  include  muscle  paralysis  and  cardiovascular  collapse  Iron 
cardiac  arrest  (9-12  mEq/L) 

Treatment  measures  lor  hyperkalemia  include  the  following:  (I)  elimina 
tion  of  foods  and  medications  containing  potassium  and  of  potassium 
sparing  diuretics:  (2)  intravenous  administration  of  300-500  ml/hr  of  fOT 
dextrose  solution  containing  10-20  units  of  insulin  per  1 ,000  ml:  (3)  correc 
tion  of  acidosis,  it  present,  with  intravenous  sodium  bicarbonate,  (4)  used 
exchange  resins,  hemodialysis,  or  peritoneal  dialysis 
In  treating  hyperkalemia  in  patients  who  have  been  stabilized  on  digitalis 
too  rapid  a lowering  of  the  serum  potassium  concentration  can  produa 
digitalis  toxicity  i 

DOSAGE  AND  ADMINISTRATIDN 

The  usual  dietary  intake  ot  potassium  by  the  average  adult  is  40-80  mEq  pe 
day  Potassium  depletion  sufficient  to  cause  hypokalemia  usually  require: 
the  loss  of  200  or  more  mEq  of  potassium  from  the  total  body  store  Dosagi 
must  be  adjusted  to  the  individual  needs  of  each  patient  but  is  typically  in  tni 
range  of  20  mEq  per  day  for  the  prevention  of  hypokalemia  to  40- 1 00  mEq  0 
more  per  day  for  the  treatment  of  potassium  depletion  Large  numbers  o 
tablets  should  be  given  in  divided  doses 
Note:  Slow-K  slow-release  tablets  must  be  swallowed  whole  and  neve  j 
crushed,  chewed,  or  sucked  * 

HOW  SUPPLIED 

Tablets-500  mg  of  potassium  chloride  (equivalent  to  8 mEq)  round,  buf 
colored,  sugar-coated  (Imprinted  Slow-Kj 

Bottles  of  100  NDC  0083-0165-31 

Bottles  of  1000  NDC  0083-0165-4( 

Consumer  Pack— One  Unit 

12  Bottles  — 100  tablets  each  NDC  0083-0165-6! 

Accu-Pak*  Unit  Dose  (Blister  pack) 

Box  of  100  (strips  ot  10) NDC  0083-0165-31 

Do  not  store  above  86'  F (30°C).  Protect  from  moisture  Protect  from  light 

Dispense  in  light,  light-resistant  container  (USP) 


Dist.  by: 

CIBA  Pharmaceutical  Company 
Division  of  CIBA-GEIGY  Corporation 

Summit,  New  Jersey  07901  C87-31  (Rev  8/87, 

CIBA  128-3568-^' 
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brand  of 

chlordiazepoxide  HCI/Roche® 

5-mg,  10-mg,  25-mg  capsules 


HOUSESTAFF  NEWS 


Conference  on 
Resident  Working 
Hours 


By  Bruce  Doblin,  M.D.,  Chairman,  ISMS-RPS 


On  Saturday,  May  21,  the  ISMS 
Resident  Physicians  Section  will 
sponsor  a forum  on  resident  stress 
and  working  hours.  It  will  be  held  at 
the  headquarters  office  of  the  Illi- 
nois State  Medical  Society,  Twenty 
North  Michigan  Avenue,  from  1;00 
p.m.  to  5:00  p.m.  Despite  a tempo- 
rary respite  in  deliberations,  many 
complex  issues  remain  regarding 
the  future  structure  of  medical  resi- 
dencies. The  questions  abound: 

■ What  is  the  appropriate 
mode  of  resident  supervi- 
sion? 

■ Must  there  be  in-house 
attendings  at  all  times? 

■ How  many  continuous 
hours  can  a resident  work 
and  continue  to  provide 
good  patient  care? 

■ How  long  should  the  work 
week  be? 

■ How  will  a reduction  in 
resident  work  hours  be 
hnanced? 


■ What  are  the  greatest 
sources  of  resident  stress 
and  how  can  they  be 
reduced? 

We  have  organized  an  excellent 
panel  to  discuss  these  questions. 
The  six  panel  members  represent  a 
broad  cross-section  of  perspectives 
regarding  graduate  medical  educa- 
tion. 

■ Dr.  Michael  Laufer,  an  emer- 
gency medicine  resident  at 
Harbor-UCLA  Medical  Cen- 
ter and  a member  of  the  AMA- 
RPS  Governing  Council. 

■ Mr.  Steven  Jesser,  J.D., 
Northwestern  Memorial  Hos- 
pital general  counsel  with  sev- 
en years’  experience  in  health 
care  law. 

■ Lauren  G.  Sharp,  Ph.D.,  med- 
ical affairs  program  director, 
American  Hospital  Associa- 
tion. 

■ Dr.  Jeffrey  Glassroth,  chief  of 
medicine.  Northwestern  Me- 
morial Hospital. 


■ Ms.  Gynthia  Scott,  a consul- 
tant on  graduate  medical  edu- 
cation and  a national  expert 
on  resident  stress. 

■ Dr.  Frank  Davidoff,  associate 
vice  president  for  education, 
American  College  of  Physi- 
cians, and  professor  of  medi- 
cine, Cornell  Medical  Cen- 
ter. 


The  panel  was  constructed  to 
represent  the  viewpoints  of  the  res- 
ident, the  residency  director,  the 
health  care  lawyer  and  the  hospital 
director.  Panelists  include  experts 
on  resident  stress  and  the  landmark 
Bell  Commission  (which  has  recom- 
mended a major  restructuring  of 
residency  programs  for  the  State  of 
New  York).  Following  the  moder- 
ated panel  discussion  there  will  be  a 
question  and  answer  period,  and  a 
concluding  reception. 

The  program  is  open  to  medical 
students,  residents,  residency  pro- 
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gram  directors  and  interested  indi- 
viduals. This  issue  is  of  importance 
to  everyone  within  the  medical  com- 
munity. Unless  reform  comes  from 
within  the  medical  profession  itself, 
changes  in  medical  education  may 
very  well  be  legislated  in  individual 
states  around  the  country.  To  date, 
22  states  have  introduced  legisla- 
tion regarding  this  topic.  Recently, 
the  Bell  Commission,  made  up  of 
residency  program  directors  in  New 
York  State,  recommended  to  the 
New  York  State  Department  of 
Public  Health  that  dramatic 
changes  be  made  in  resident  sched- 
ules. They  proposed  a 12-hour  limit 
on  emergency  room  shifts,  a 16- 
hour  limit  of  resident  shifts  outside 
of  the  emergency  room,  breaks  in 


work  of  no  less  than  8 hours,  and 
restrictions  on  moonlighting. 

These  issues  are  of  such  para- 
mount importance  that  the  New 
England  Journal  of  Medicine  devoted 
over  ten  pages  of  its  “Sounding 
Board”  to  the  topic  in  its  March  24, 
1988  issue.  “Job  stress  has  grown,” 
writes  Dr.  Timothy  B.  McCall  from 
Cambridge,  Massachusetts,  “and 
stress  reduction  measures  may  not 
be  enough.  Unless  they  are  com- 
bined with  fundamental  changes  in 
residency  training,  such  measures 
will  act  only  as  band-aids.  The  fun- 
damental problem  is  not  that  resi- 
dents need  outlets  for  their  stress,” 
he  concludes.  “Rather,  it  is  simply 
that  their  working  conditions  create 
too  much  stress.” 


This  is  not  just  an  issue  which 
involves  medical  educators  and  resi- 
dents in  training,  write  Drs.  A.sch 
and  Parker  from  Philadelphia, 
Pennsylvania.  Hospital  administra- 
tors, they  suggest,  “have  powerful 
incentives  to  embrace  these  (work 
shift)  systems,  because  the  imple- 
mentation of  shift  hours  under- 
mines physicians’  power:  the  frag- 
mented, production-line  approach 
to  continuous  care  increases  the 
substitutability  of  physicians,  mak- 
ing each  one  more  replaceable.” 

Please  save  four  hours  of  the 
afternoon  of  Saturday,  May  21, 
1988  and  plan  on  attending  an 
open  discussion  about  this  critically 
important  issue.  i 


You  didn’t  go  through  all  those  years  of  medical  school  just  to  wait  on  tables. 
Which  is  why  Enochs  delivers  examining  room  furniture  quicker  than  anyone  else. 
We  deliver  when  we  say  we'll  deliver.  Honest.  In  fact,  we  do  every^thing  we  can  to 
make  sure  you’re  taken  care  of.  There  is  a difference  in  examining  room  furniture. 
And  examining  room  furniture  companies.  Call  r~k 
1-800-428-2305  today  for  the  nearest  Enochs  dealer. 

In  Indiana  call  317-842-6255.  After  all,  buying  the  Examining  room  furniture  worth  examining 
wrong  examining  room  furniture  is  no  laughing  matter,  p o box  50199,  indtanapoiis,  in  45250 
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(continued  from  page  298) 


**Loef,  John  A.,  Bexley,  Ohio,  died  July  19,  1987,  at 
the  age  of  81.  Dr.  Loef  was  a 1931  graduate  of  Loyola 
University  Stritch  School  of  Medicine,  Maywood. 

*Marti,  Enrique,  Arlington  Heights,  died  January  5, 

1987,  at  the  age  of  61.  Dr.  Marti  was  a 1953  graduate 
of  Facultad  de  Medicina,  Universidad  de  Valencia, 
Valencia,  Spain. 

Martin,  Richard  R.,  Peoria,  died  October  17,  1987,  at 
the  age  of  79.  Dr.  Martin  was  a 1938  graduate  of 
Loyola  University  Stritch  School  of  Medicine,  May- 
wood. 

McLane,  William  L.,  Tolono,  died  December  5,  1987, 
at  the  age  of  70.  Dr.  McLane  was  a 1944  graduate  of 
Jefferson  Medical  College  of  Thomas  Jefferson  Univer- 
sity. 

•Mendelsohn,  Robert  S.,  Evanston,  died  April  5, 

1988,  at  the  age  of  61.  Dr.  Mendelsohn  was  a 1951 
graduate  of  the  University  of  Chicago  Pritzker  School 
of  Medicine. 

Mikhail,  Kamel  A.,  Berwyn,  died  January  29,  1988,  at 
the  age  of  58.  Dr.  Mikliail  was  a 1954  graduate  of  the 
Ibrahim  Pasha  University  Faculty  of  Medicine,  Cairo, 
Egypt. 

•Miner,  John  0.,  Joliet,  died  October  25,  1987,  at  the 
age  of  69.  Dr.  Miner  was  a 1951  graduate  of  the 
University  of  Cincinnati  College  of  Medicine,  Ohio. 

Mulvill,  James  E.,  Alton,  died  November  9,  1987,  at 
the  age  of  78.  Dr.  Mulvill  was  a 1942  graduate  of  the 
University  of  Health  Sciences/Chicago  Medical  School. 

•O'Reilly,  Curt  M.,  Palos  Heights,  died  July  31,  1987, 
at  the  age  of  66.  Dr.  O’Reilly  was  a 1948  graduate  of 
Loyola  University  Stritch  School  of  Medicine,  May- 
wood. 

••Oslay,  Francis  A.,  Aston,  died  April  5,  1988,  at  the 
age  of  76.  Dr.  Oslay  was  a 1935  gi^aduate  of  the  Orvosi 
Fakultas  Tudomanyegyetem,  Budapest,  Hungary. 

•Padnos,  Emanuel,  Hollywood,  Florida,  died  January 
4,  1987,  at  the  age  of  84.  Dr.  Padnos  was  a 1929 
graduate  of  the  University  of  Illinois  College  of  Medi- 
cine, Chicago. 

••Pronger,  Earle  J.,  Atlantis,  Florida,  died  April  2, 
1988,  at  the  age  of  90.  Dr.  Pronger  was  a 1923 
graduate  of  the  Northwestern  University  Medical 
School,  Chicago. 

•Renz,  Theodore  H.,  Chicago,  died  March  21,  1988,  at 
the  age  of  74.  Dr.  Renz  was  a 1940  graduate  of  Loyola 


University  Stritch  School  of  Medicine,  Maywood. 

••Robinson,  Stanley  E.,  Prophetstown,  died  February 
4,  1988,  at  the  age  of  81.  Dr.  Robinson  was  a 1937 
graduate  of  the  University  of  Illinois  College  of  Medi- 
cine, Chicago. 

•Rodriguez,  Ignacio  A.,  Chicago,  died  November  11, 
1987,  at  the  age  of  64.  Dr.  Rodriguez  was  a 1947 
graduate  of  the  Facultad  de  Medicina  de  la  Universidad 
de  la  Habana,  Havana,  Cuba. 

••Rosi,  Peter  A.,  Chicago,  died  December  11,  1987,  at 
the  age  of  85.  Dr.  Rosi  was  a 1928  graduate  of  Rush 
Medical  College,  Chicago. 

••Smith,  Kenneth  J.,  Blue  Island,  died  August  2, 

1987,  at  the  age  of  82.  Dr.  Smith  was  a 1930  graduate 
of  the  University  of  Illinois  College  of  Medicine, 
Chicago. 

•Stutzman,  Robert  L.,  Bloomington,  died  April  7, 

1988,  at  the  age  of  58.  Dr.  Stutzman  was  a 1956 
graduate  of  the  University  of  Illinois  College  of  Medi- 
cine, Chicago. 

Vanderbeck,  James  J.,  Chicago,  died  November  29, 
1987,  at  the  age  of  82.  Dr.  Vanderbeck  was  a 1933 
graduate  of  Georgetown  University  School  of  Medi- 
cine, Washington  D.C. 

••Varzino,  Louis  S.,  Oakbrook,  died  October  8,  1987, 
at  the  age  of  81.  Dr.  Varzino  was  a 1932  graduate  of 
the  University  of  Illinois  College  of  Medicine,  Chica- 
go- 

••Wacker,  Maxwell  N.,  died  December  21,  1987,  at 
the  age  of  80.  Dr.  Wacker  was  a 1934  graduate  of  the 
University  of  Illinois  College  of  Medicine,  Chicago. 

••Wallner,  Linden  J.,  Highland  Park,  died  September 
25,  1987,  at  the  age  of  83.  Dr.  Wallner  was  a 1928 
graduate  of  Loyola  University  Stritch  School  of  Medi- 
cine, Maywood. 

Weiss,  Andrew  E.,  Peoria,  died  November  12,  1987, 
at  the  age  of  48.  Dr.  Weiss  was  a 1967  graduate  of  the 
University  of  Cincinnati  College  of  Medicine,  Cincin- 
nati, Ohio. 

••Weiss,  Jack  A.,  Chicago,  died  November  28,  1987, 
at  the  age  of  85.  Dr.  Weiss  was  a 1 925  graduate  of  Rush 
Medical  College,  Chicago. 

•Wolf,  William  S.,  Lake  Geneva,  Wisconsin,  died 
March  14,  1988,  at  the  age  of  70.  Dr.  Wolf  was  a 1942 
graduate  of  Loyola  University  Stritch  School  of  Medi- 
cine, Maywood.  i 
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Ulcer  thera^ 
that  won’t  yield, 
even  to  smoking 


What  do  you  do  for  duodenal  ulcer  patients  who  should 
stop  smoking,  but  won't?  Both  cimetidine'  and  ranitidine^ 
have  been  shown  less  effective  in  smokers  than 
nonsmokers. 

Choose  CARAFATE®  (sucralfate/Marion).  Two  recent 
studies  show  Carafate  to  be  as  effective  in  smokers  as 
nonsmokers.^''’  A difference  further  illustrated  in  a 
283-patient  study  comparing  sucralfate  to  cimetidine^: 


Ulcer  healing  rates: 

(at  four  weeks  of  therapy)^ 

Sucralfate: 


All  patients 
Smokers 

All  patients 
Smokers 


‘Significantly  greater  than  cimetidine  smoker  group  (P<,05). 


Carafate  has  a unique,  nonsystemic  mode  of  action 
that  enhances  the  body's  own  ulcer  healing  ability  and 
protects  the  damaged  mucosa  from  further  injury. 

When  your  ulcer  patient  is  a smoker,  prescribe  the 
ulcer  medication  that  won't  go  up  in  smoke:  safe, 
nonsystemic  Carafate. 

Nothing  works  like 


Cimetidine: 


79.4% 

81.6%* 

76.3% 


62.5% 


ARAFATE 

sucralfate/Marion 

Please  see  adjoining  page  for  references  and  brief  summary  of  prescribing  information, 

0825A8 


I ARAFATE' 


(sucralfate)  Tablets 


MEDICAL  STUDENT 
SECTION  IN  ACTION 


BRIEF  SUMMARY 
CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate 
PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease  While  short-term  treat- 
ment with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a 
successful  course  of  treatment  with  sucralfate  should  not  be  expected 
to  alter  the  post-healing  frequency  or  severity  of  duodenal  ulceration 

Drug  Interactions;  Animal  studies  have  shown  that  simulta- 
neous administration  of  CARAFATE  (sucralfate)  with  tetracycline,  phe- 
nytoin.  digoxin,  or  cimetidine  will  result  in  a statistically  significant 
reduction  in  the  bioavailability  of  these  agents  The  bioavailability  of 
these  agents  may  be  restored  simply  by  separating  the  administration 
of  these  agents  from  that  of  CARAFATE  by  two  hours  This  interaction 
appears  to  be  nonsystemic  in  origin,  presumably  resulting  from  these 
agents  being  bound  by  CARAFATE  in  the  gastrointestinal  tract  The 
clinical  significance  of  these  animal  studies  is  yet  to  be  defined  How- 
ever. because  of  the  potential  of  CARAFATE  to  alter  the  absorption  of 
some  drugs  from  the  gastrointestinal  tract,  the  separate  administra- 
tion of  CARAFATE  from  that  of  other  agents  should  be  considered 
when  alterations  in  bioavailability  are  felt  to  be  critical  for  concomi- 
tantly administered  drugs 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility: 

Chronic  oral  toxicity  studies  of  24  months'  duration  were  conducted  m 
mice  and  rats  at  doses  up  to  1 gm/kg  (12  times  the  human  dose)  There 
was  no  evidence  of  drug-related  tumorigenioty  A reproduction  study  in 
rats  at  doses  up  to  38  times  the  human  dose  did  not  reveal  any  indica- 
tion of  fertility  impairment  Mutagenicity  studies  were  not  conducted 

Pregnancy;  Teratogenic  effects  Pregnancy  Category  B Terato- 
genicity studies  have  been  performed  in  mice,  rats,  and  rabbits  at 
doses  up  to  50  times  the  human  dose  and  have  revealed  no  evidence 
of  harm  to  the  fetus  due  to  sucralfate  There  are,  however,  no  ade- 
quate and  well-controlled  studies  in  pregnant  women  Because  ani- 
mal reproduction  studies  are  not  always  predictive  of  human  response, 
this  drug  should  be  used  during  pregnancy  only  if  clearly  needed 

Nursing  Mothers;  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk  Because  many  drugs  are  excreted  in  human  milk, 
caution  should  be  exercised  when  sucralfate  is  administered  to  a 
nursing  woman 

Pediatric  Use;  Safety  and  effectiveness  in  children  have  not 
been  established 


ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only 
rarely  led  to  discontinuation  of  the  drug  In  studies  involving  over 
2,500  patients  treated  with  sucralfate,  adverse  effects  were  reported 
in  121  (4  7%) 

Constipation  was  the  most  frequent  complaint  (2  2%)  Other  adverse 
effects,  reported  in  no  more  than  one  of  every  350  patients,  were 
diarrhea,  nausea,  gastric  discomfort,  indigestion,  dry  mouth,  rash,  pru 
ritus.  back  pain,  dizziness,  sleepiness,  and  vertigo 

OVERDOSAGE 

There  is  no  experience  in  humans  with  overdosage  Acute  oral 
toxicity  studies  in  animals,  however,  using  doses  up  to  12  gm/kg  body 
weight,  could  not  find  a lethal  dose  Risks  associated  with  overdosage 
should,  therefore,  be  minimal 


DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm 
four  times  a day  on  an  empty  stomach 
Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should 
not  be  taken  within  one-half  hour  before  or  after  sucralfate 
While  healing  with  sucralfate  may  occur  during  the  first  week  or 
two.  treatment  should  be  continued  for  4 to  8 weeks  unless  healing 
has  been  demonstrated  by  x-ray  or  endoscopic  examination 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  tablets  are  supplied  m bottles  of 
100  (NDC  0088-1712-47)  and  in  Unit  Dose  Identification  Paks 
of  100  (NDC  0088-1712-49)  Light  pink  scored  oblong  tablets  are 
embossed  with  CARAFATE  on  one  side  and  1 712  bracketed  by  C's  on 
the  other  , 

Issued  1/87 

References: 

1 Korman  MG,  Shaw  RG,  Hansky  J,  et  al  Gastroenrero/ogy  80:1451- 
1453, 1981 

2 Korman  MG,  Hansky  J,  Merrett  AC,  et  al  Dig  Dis  So  27  712-715 
1982 

3 Brandstaener  G,  Kratochvil  P Am/Med  79(suppl  2C)  36-38. 1985 

4 Marks  IN,  Wright  JR  Gilinsky  NH,  et  al  J Clin  Gastroenterol  8 419- 
423,1986 

5 Lam  SK,  Hui  WM,  Lau  WY,  et  al  Gastroenterology  92  1193-1201 
1987 


Another  patient  benefit  product  from 

PHARMACEUTICAL  CUVISJON 

MARION 

LABORATORIES.  INC 

KANSAS  CITY  MO  64137 


082 5A8 


Aging:  A New  Fad 


By  Steven  E.  Rubin,  SIU  School  of  Medicine 


The  recent  plethora  of  anti-aging 
skin  care  products  demonstrates  to 
the  observer  that  aging  has  become 
a “fad.”  America’s  people  are 
aging,  and  new  attention  is  being 
directed  at  the  29  million  consum- 
ers 65  years  of  age  or  older. 

A three-digit  lifespan  is  like  a 
dangling  carrot  for  both  the  medi- 
cal and  business  professions.  As  sci- 
ence and  technology  advance  to 
prolong  health,  commerce  will 
serve  to  accommodate  the  needs 
and  luxuries  of  the  populace.  To 
confront  evolving  ethical  and  quali- 
ty of  life  issues,  there  continues  to 
be  a rapid  growth  in  the  geriatric- 
oriented  job  market.  The  drive  to 
heal  and  care  has  interfaced  with 
making  a buck. 

Many  of  the  results  have  been 
good,  and  society’s  awareness  of  the 
elderly  is  increasing.  Conscientious 
politicians  convey  support  for  im- 
proved retirement  services  and  con- 
tinued research  in  diseases  of  aging. 
Mass  media  provides  up-to-date 
information  about  the  nation’s 
elderly  crises  across  magazines, 
newsprint,  and  the  airwaves.  Televi- 
sion is  keeping  pace  with  the  aging 
market  share  as  seen  by  the 
increased  frequency  with  which 
commercial  advertisers  are  using 
older  spokespersons  to  sell  prod- 


ucts. The  elderly  are  selling  soft 
drinks  and  alcohol,  fast-food,  medi- 
cine, and  automobile  oil. 

Americans  are  tuning  in  their 
television  sets  on  Saturday  evenings 
to  laugh  along  with  four  elderly 
women  retired  in  Florida,  yet  our^ 
nation  continues  to  experience  an 
increasing  rate  of  suicide  by  people 
aged  65  years  or  older.  Crime,  pov- 
erty, and  worse  yet,  loneliness,  con-  ^ 
tinue  to  plague  a generation  thati 
has  weathered  a lifetime  of  experi- 
ence only  to  be  treated  as  a nui- 
sance to  society,  and  sometimes  to  > 
their  own  families. 

So  the  issue  is  deeper  than  com- 
mercialization of  an  aging  genera- 
tion. The  efforts  by  scientists,  pub- 
lic figures,  the  media,  health  care 
providers,  and  so  on,  are  welcomed 
and  necessary.  At  the  same  time,  we 
as  individuals  need  to  assume  new 
responsibility  for  our  elders  by  not 
leaving  the  care  of  the  elderly  solely 
to  government  and  business.  The 
old  and  infirm  deserve  personal 
care,  which  means  individual  contri- 
butions, and  not  just  an  exploita- 
tion as  a growing  market  power. 
While  ethicist  Daniel  Callahan  may 
claim  that  limits  should  be  set  as  to 
how  much  care  will  be  provided,  so 
too  must  limits  be  set  as  to  how 
little.  i 
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Methyltestosterone  U.S.P  Tablets 


/IVndroid/f 

Fluoxymesterone  U.S.P  Tablets,  10  mg. 


REFER  TO 


PDR 


For  Full  Prescribing 
Information, 
Please  See  PDR. 


brown  pharmaceutical  company,  INC.  3300  Hyland  Avenue,  Costa  Mesa,  CA  92626 


THE  INFORMED  PHYSICIAN 


The  informed  physician  knows  what  questions  to  ask,  what  issues  to  resolve  and  when  to  consult  an 

ATTORNEY,  ACCOUNTANT  OR  ACTUARY  WHEN  CONSIDERING  CONTRACTING  WITH  ALTERNATIVE  DELIVERY  SYSTEMS. 

The  isms  Office  of  Contractual  Services  presents  "The  Informed  Physician"  as  an  educational 

TOOL  DESIGNED  TO  ILLUSTRATE,  THROUGH  REAL-LIFE  SITUATIONS,  THE  SIGNIFICANT  LEGAL  AND  ECONOMIC  ISSUES 
WHICH  FREQUENTLY  ACCOMPANY  CONTRACTS  FOR  THE  DELIVERY  OF  HEALTH  CARE,  AND  TO  ALERT  PHYSICIANS  OF 
WAYS  IN  WHICH  CONTRACTS  MAY  AFFECT  THE  PRACTICE  OF  MEDICINE. 

A Case  for  a Tickler  File 

Will  You  Renew 
Your  Contract  or 
Will  It  Renew  Itself? 


By  Judee  Gallagher,  J.D. /Chicago 


Do  you  have  a tickler  file  to  jog  your 
memory  well  in  advance  of  every 
contract  renewal  date?  If  not,  you 
may  be  locked  into  a contract  rela- 
tionship for  another  year  (or  more) 
that  has  not  met  your  expectations 
or  is  harmful  to  your  practice. 
Unlike  many  contracts  which  expire 
at  a given  date,  HMO  and  PPO 
contracts  usually  automatically  re- 
new at  a given  date.  Generally, 
automatic  renewals  place  the  physi- 
cian at  a disadvantage  by  forcing 
him  or  her  to  terminate  the  con- 
tract in  order  to  negotiate  new 
terms.  It  may  be  difficult  to  rid 
yourself  of  automatic  renewal 
clauses  by  negotiation.  But  it  is  pos- 
sible to  live  with  them  and  pros- 
per. 

First,  the  contract  will  not  auto- 
matically renew  if  you  notify  your 
contractor  in  writing  by  a certain 
date  that  you  want  to  terminate  the 


contract.  Your  tickler  file  can  alert 
you  to  those  dates,  giving  you  time 
to  thoughtfully  evaluate  each  con- 
tract’s effect  on  your  practice. 
Secondly,  if  you  set  up  a separate 
file  to  track  the  financial  impact  of 
each  contract  and  show  the  effects 
of  various  cost  containment  pro- 
grams on  your  practice,  you  have 
information  to  make  an  informed 
decision  regarding  renewal.  This 
knowledge  is  a good  tool  in  contract 
negotiations.  By  comparing  your 
performance  under  different  con- 
tracts, those  which  are  not  meeting 
your  objectives  may  stand  out  clear- 
ly. Remember:  You  need  not  renew 
every  contract. 

What  is  the  economic  impact  of 
the  contract  on  your  practice?  You 
will  be  able  to  evaluate  whether  you 
are  receiving  adequate  reimburse- 
ment if  you  have  monitored  your 
experiences.  One  way  to  do  this 


might  be  to  prepare  visit  charge 
slips  similar  to  those  used  for  non- 
contract patients.  File  the  slips  in 
that  particular  HMO’s  or  PPO’s 
“experience  file.”  If  you  are  com- 
pensated by  capitation  payments, 
compare  the  charges  incurred  by 
contract  patients  with  the  total  cap- 
itation received  from  the  HMO. 
Compare  your  performance  under 
this  particular  capitation  arrange- 
ment with  your  other  capitation 
contracts  and  your  fee-for-service 
experience. 

How  do  your  actual  costs  com- 
pare with  your  compensation 
arrangements?  Is  the  HMO  or  PPO 
adjusting  your  reimbursement  to 
account  for  increased  costs  in  the 
upcoming  contract  year?  Has  the 
HMO  added  new  services  as  plan 
benefits  without  a corresponding 
increase  in  the  capitation  rates?  Has 
the  PPO  expanded  covered  ser- 
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CONTRACT 

REVIEWS 


HMO 

PPO 

IPA 


Before 

you 

sign, 

negotiate 

Before 

you 

negotiate, 

review 


he  ISMS  Office  of  Contractual  Services  reviews  HMO,  PPO  and  IPA  contracts 
r members.  The  cost  is  $100  per  review. 

eviews  do  not  constitute  legal  advice.  They  provide  a working  document  which 
.ghlights  key  issues,  such  as  malpractice  coverage,  reimbursement  concerns 
id  practice  limitations. 

ir  further  information  contact: 

5MS  Office  of  Contractual  Services 
Wenty  North  Michigan  Ave.,  Suite  #700 
hicago,  Illinois  60602 

d2)  782-1654  or  (800)  782-ISMS 


vices,  resulting  in  an  extension  of 
your  fee  discount  to  new  services? 

What  about  copayments?  In  a 
capitated  system  you  are  paid  a 
fixed  amount  per  enrollee  regard- 
less of  utilization.  A copayment 
increase  may  discourage  patient 
over-utilization  of  some  services, 
thereby  decreasing  your  costs.  In  a 
PPO,  typically,  the  copayment  is 
automatically  subtracted  from  the 
amount  the  PPO  pays  you.  If  you 
are  having  difficulty  collecting 
copayments,  your  compensation  is 
less  than  what  you  bargained  for. 
What  measures  are  available  to 
assure  that  copayments  will  be  paid? 
Can  you  collect  a security  deposit  or 
some  other  assurance  of  payment? 
Does  the  HMO  or  PPO  pay  you 
promptly? 

How  do  the  projected  utilization 
rates  for  specialty  and  hospital  care 
compare  with  the  plan’s  actual 
experience?  Generally,  the  percent- 
age amount  withheld  from  your 
compensation  is  “at  risk”  to  pay  for 
care  rendered  which  exceeds  the 
utilization  projections.  If  your  utili- 
zation rate  consistently  exceeds  the 
rate  set  by  the  plan,  and  your  medi- 
cal decisions  cannot  be  character- 
ized as  “over-utilization,”  consider 
whether  the  plan  rates  are  too  low 
for  the  patient  population.  Critical- 
ly examine  the  actuarial  assumption 
underlying  the  plan  rate.  Determine 
whether  you  can  render  good  quali- 
ty medicine  and  meet  your  ethical 
and  legal  obligations  to  your 
patients  under  the  plan’s  economic 
constraints.  Evaluate  the  percentage 
of  premium  kept  by  the  plan  in  light 
of  its  “risks”  and  responsibilities. 
Finally,  how  many  HMO  members 
have  chosen  you  to  provide  care?  In 


capitation  systems  the  risks  generally 
decrease  as  the  number  of  members 
who  have  chosen  you  increase.  Do 
you  have  enough  members  to  absorb 
the  administrative  costs  of  serving 
plan  members? 

What  is  the  impact  of  the  plan’s 
cost  containment  program?  Can 
you  practice  good  quality  medicine 
within  its  restrictions  and  limita- 
tions? Are  the  severity  of  illness 
criteria  consistent  with  professional 
medical  standards?  Do  disputes 
regarding  the  “medical  necessity” 
of  a referral,  procedure  or  course 
of  treatment  occur  frequently?  Is 
the  plan’s  interpretation  of  a “med- 
ical emergency”  consistent  with 
good  medical  practice?  Is  there  an 
appeals  procedure  which  is  prompt, 
fair  and  neutral  to  contest  medical 
necessity  denials?  The  “standard  of 
care”  defining  your  duty  to  your 
patients  remains  the  same  regard- 
less of  the  contract.  Your  “standard 
of  care”  is  not  diminished  by  cost 
containment  programs.  Frequent 
“medical  necessity”  disagreements 
may  indicate  that  the  plan’s  cost 
containment  efforts  are  at  odds 
with  your  responsibility  to  provide 
care  according  to  professional  stan- 
dards. Does  the  prior  authorization 
system  run  smoothly?  Or  are  the 
procedures  overly  burdensome  and 
time  consuming?  Do  plan  personnel 
respond  promptly  to  prior  authori- 
zation requests? 

If  you  are  not  satisfied  with  the 
answers  to  these  questions,  it  may 
be  time  to  notify  the  HMO  or  PPO 
that  you  intend  to  terminate  the 
contract.  Remember,  with  automat- 
ic renewals  you  must  take  the  first 
step. 

Because  you’re  an  informed  phy- 


sician who  recognizes  the  complex 
issues  involved  in  contracts  for  the 
delivery  of  medical  care,  your  first 
step  is  to  send  the  contract  offered 
you  or  your  I PA  to  the  ISMS  Office 
of  Contractual  Services.  As  a mem- 
bers only  service,  the  office  will  pro- 
vide you  objective  comments  on  any 
HMO,  PPO  or  IPA  contract  for  the 
nominal  fee  of  $100.  Contract 
reviews  highlight  “standard  of 
care,”  compensation  and  insurance 
issues,  and  pinpoint  ambiguous  lan- 
guage and  inconsistent  or  contra- 
dictory provisions. 

The  review  is  a basic  tool  to  help 
understand  the  contract.  It’s  a good 
first  step,  but  never  a substitute  for 
careful  reading  of  the  contract 
itself.  It’s  not  legal  advice  and  the 
office  cannot  recommend  that  any 
contract  is  good  or  bad  and  should 
or  shouldn’t  be  signed.  Each  physi- 
cian (or  physician’s  corporation  or 
partnership)  must  make  that  deci- 
sion. The  informed  physician’s  per- 
sonal attorney  and  accountant  must 
be  consulted  before  decisions  are 
made. 

Your  attorney  has  undoubtedly 
explained  that  when  you  are  consid- 
ering an  Individual  Participation 
Agreement  with  an  HMO,  PPO  or 
IPA  you  may  not  band  together 
with  other  physicians  to  negotiate 
the  contract  collectively,  because 
that  violates  antitrust  laws.  You  can, 
however,  individually  negotiate 
your  own  contract  by  yourself  or 
with  your  personal  attorney  or 
financial  advisor.  i 


Judee  Gallagher,  J.D.,  is  a Chicago  private 
practice  attorney  retained  by  the  ISMS 
Office  of  Contractual  Services  since  1985. 
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Here 
Today. 
Here 

Tomorrow. 

Today,  most  commercial 
professional  liability  insurers  have  abandoned  the 
Illinois  market.  But  there's  still  one  company  writing 
malpractice  coverage  up  to  $2  million  per  incident 
with  a $4  million  aggregate— the  Illinois  State  Medi- 
cal Inter-Insurance  Exchange. 


The  Exchange  is  the  only  malpractice 
insurer  in  Illinois  that  is  owned  and  oper- 
ated by  physicians.  As  such,  we  are 
totally  committed  to  meeting  the  insur- 
ance needs  of  our  policyholders.  And  we 
intend  to  be  there  as  long  as  they  need  us. 

Despite  the  recent  explosion  in  medical 
malpractice  litigation,  the  Exchange  re- 
mains in  good  shape  financially.  Much  of 
our  success  can  be  attributed  to  the 
willingness  of  the  company's  physician 
directors  to  make  tough  decisions — deci- 
sions like  the  switch  to  a "claims-made" 
policy  form . . . the  setting  of  adequate  pre- 
mium levels... and  the  strengthening  of 
standards  for  renewing  coverage  and 
accepting  new  policyholders. 

In  the  continually  changing  liability  cli- 
mate, the  Exchange's  directors  will  con- 
tinue to  make  the  sound  business  deci- 
sions necessary  to  ensure  the  company's 
long-term  financial  stability.  But  as  physi- 
cians themselves,  they  also  will  be  mak- 
ing those  decisions  from  a policyholder's 
perspective.  And  that  will  translate  into 
the  best  possible  insurance  coverage 
available,  including... 

. . . aggressive  defense  of  frivolous  claims; 

...policyholder  participation  in  any  deci- 
sion to  settle  a claim  or  suit; 


...peer  review  of  an  adverse  underwrit- 
ing or  claim  decision; 

...help  for  policyholders  in  avoiding  the 
situations  that  can  lead  to  suits;  and 

...premium  rates  that  fairly  reflect  the 
risks  inherent  to  the  physician's  own 
practice. 

As  a company  owned  and  operated  by 
physicians,  the  Exchange  exists  solely  for 
the  benefit  of  its  policyholders.  Some 
9,000  physicians  in  Illinois  are  depending 
upon  us.  And  we  don't  intend  to  let  them 
down. 


ILLINOIS  STATE 
MEDICAL 


INTER- 

INSURANCE 


Illinois  State 
Medical 
Inter-Insurance 
Exchange 
Twenty  North 
Michigan  Avenue 
Suite  700 
Chicago,  IL  60602 
(312)  782-2749 
(800)  782-ISMS 
(Toll-Free) 


EXCHANGE 


GREENBERG  RADIOLOGY  INSTITUTE 

A COMPLETE  DIAGNOSTIC  AND 
TREATMENT  FACILITY  WITH 


STATE-OF-THE 
ON  ONE  SITE. 

Introducing  two  new  additions  to 
our  comprehensive  resources: 

One  of  the  highest  energy  accel- 
erators in  the  world  and  the  spec- 
troscopy research  accessory 

Linear  Accelerator 

Siemens  Mevatron  KD 

• 8 million-watts  radio  frequency 
power 

• dual  photon  capability-has 
capacity  to  utilize  up  to  25 
million  volts 

• separate  electron  beam,  energy 
range  of  7-21  million  electron 
volts 

• treatment  table  structured  for 
isocentric  positioning;  can 
encompass  virtually  every 
desired  treatment  program 

• attacks  tumor  mass  with  dose 
rates  up  to  900  rads/min. 

• reduces  skin  irritation,  gastro- 
intestinal side  effects  and  scar 
tissue  formation 

• CON  approved 

Spectroscopy  Research 
Accessory 

General  Electric 

• provides  chemical  analyses  of 
organs  in  vivo 

• provides  functional  information 
about  location  of  damaged  tissue 

• used  in  conjunction  with  Insti- 
tute’s Super  Conductive  1.5 

Tesla  Magnetic  Resonance  Scanner 


-ART  EQUIPMENT 


MRI 

G.E.  Super  Conductive  1.5 
Tesla  High  Field  Strength 
Non-Radiation  Imaging 

• Central  nervous  system  disorders 

• chest,  abdomen,  liver,  kidney,  pelvis 

• muscular-skeletal  system 

• hilar  and  mediastinal  masses 

• breast  malignancies 

• kidney  transplant  rejection 

• evaluation  of  blood  flow 

• multi-gated  cardiac  studies 

• CON  and  FDA  approved 

• future  capabilities 

Nuclear  Medicine 

Siemens  Nuclear  Scintiview  LFOV 

• multi-gated  cardiac  scans 

• cardiac  stress  testing 

• thallium  myocardial 

• election  fraction 

• pulmonary  perfusion  and  ventilation 

• brain,  spleen,  bone,  liver,  kidney, 
thyroid,  bone  marrow 

• flow  studies 

• gallium 

• all  in  VIVO  prooedures 

• quantitative  bone  analysis 

Computerized 

Tomography 

GE8800CT  total  body  scanner 
with  scout  view 

• head  and  orbits:  axial  and  ooronal 
oapability 

• total  body:  neok,  thorax,  liver, 
spleen,  pelvis,  pancreas,  kidney, 
adrenal,  retroperitoneum 

• special  bone  and  spine 
procedures 

• reconstruction  capability 

• tumor  staging 

• dynamic  flow  procedures 

• special  temporal  bone  evaluation 

• future  capabilities 


Ultrasound 

Siemens  Digital  B-mode  and 
Stand  Alone  Phased  Array  Real 
Time  Scanning 

• gall  bladder,  liver,  pancreas, 
kidney 

• obstetrical 

• prelvic 

• aortic 

• special  thyroid 


Intravenous  Digital 
Angiography 

Picker  Digital  DAS-211 

• carotid 

• cerebral 

• aorta  (thoracic  abdominal) 

• renal 

• peripheral  vascular 

• assessment  of  vascular  by-pass 
procedures 


General  Diagnostic 
Radiography 

Picker  X-Ray 

• standard  fluoroscopy  image 
intensification  with  TV 

• standard  tomography 

• standard  radiography 

• specialized  procedures: 
enteroclysis  arthrography, 
hysterosalpingography,  etc. 


Mammography 

• dedicated  equipment 

• 38  years  experience  inter- 
preting mammograms 


The  integration  of  the  linear  accelerator  and  spectroscopy  facilities  with  the  Institute  s collection  of  computerized 
equipment  creates  an  unparalleled  cancer  treatment  system.  The  addition  of  two  internationally  known  specialists. 
John  Chao,  M.D.  (Chief  Radiation  Oncologist)  and  Michael  Barany.  M.D.,  Ph  D. (Director  of  Spectroscopy),  com- 
pletes our  total  radiology  system  ",  which  is  designed  to  complement  your  practice  in  terms  of  convenience  as  well 
as  diagnostic  and  treatment  effectiveness. 


GREENBERG  RADIOLOGY  INSTITUTE 

1535  Park  Avenue  West  • Highland  Park,  Illinois  • 60035 
(312)  831-0500 


IRVING  M.  GREENBERG.  M.D. 

Diplomate  American  Board  of  Radiology 
Diplomate  Amencan  Board  of  Nuclear  Medicine 


BRENT  M.  GREENBERG.  M.D. 

Diplomate  Amencan  Board  of  Radiology 


MARK  GREENBERG.  M.D. 

Diplomate  Amencan  Board  of  Radiology 


Balloon  Dilatation 
for  Mitral  Stenosis 


By  Ted  E.  Feldman,  M.D.,  David  M.  Brill,  M.D.,  Kok  Gee  Chua, 
M.D.  AND  John  D.  Carroll,  M.D. /Chicago 


Catheter  balloon  valvuloplasty  is  a new  technique  for  the  treatment  of 
critical  cardiac  valvular  stenosis  in  adult  patients.  Catheter  dilatation  may 
be  performed  in  patients  at  high  risk  for  surgical  valve  replacement,  such 
as  those  with  severe  left  ventricular  failure  or  chronic  lung  disease.  It  has 
been  employed  successfully  in  patients  with  calcified  valves  without 
causing  either  embolization  or  valve  insufficiency.  In  addition,  it  may  be 
employed  in  patients  with  mitral  valve  stenosis,  for  whom  surgical 
commissurotomy  has  been  the  usual  therapy.  We  report  two  patients 
with  critical  mitral  valve  stenosis,  in  whom  catheter  balloon  dilatation 
was  performed  using  a double  balloon  technique.  This  report  discusses 
important  issues  for  case  selection  and  describes  the  technique  of 
percutaneous  mitral  valvuloplasty. 


Although  surgical  mitral  valve 
replacement  or  mitral  commissuro- 
tomy has  been  successful  therapy 
for  many  patients  with  critical 
mitral  stenosis,  there  are  compel- 
ling reasons  for  the  development  of 
new  techniques.  Some  patients  fall 
into  a high  risk  group  for  surgery. 
For  these  patients  a palliative  tech- 
nique with  lower  risk  would  expand 
the  therapeutic  options  available  to 
both  physician  and  patient.  Cathe- 
ter balloon  valvuloplasty  is  being 
developed  as  an  alternative  nonsur- 
gical  therapy  for  these  high  risk 
patients,  who  previously  faced  very 
high  surgical  mortality,  or  might 
have  been  denied  surgery.  Second- 
ly, it  is  desirable  to  avoid  or  delay 
surgery  because  of  its  morbidity 
and  cost.  Balloon  valvuloplasty 


requires  study  to  determine  wheth- 
er the  efficacy,  morbidity,  and  mor- 
tality of  the  technique  are  compara- 
ble to  simple  surgical  commissuro- 
tomy in  otherwise  healthy  patients. 

We  describe  two  patients  who 
illustrate  the  important  aspects  of 
case  selection,  the  current  state  of 
the  technique  of  mitral  balloon  val- 
vuloplasty, and  early  hemodynamic 
results. 

Case  Reports 

The  first  patient  is  a 77-year-old 
woman,  admitted  with  pulmonary 
edema,  with  a history  of  episodic 
pulmonary  congestion  dating  back 
many  years.  She  gave  no  history  of 
rheumatic  fever,  but  was  found  to 
have  mitral  stenosis.  Systemic  blood 
pressure  was  124/80mmHg,  and 
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the  heart  rate  84  beats/min,  which 
was  regular.  The  carotid  upstroke 
was  normal  and  there  were  no  arte- 
rial bruits.  Basilar  rales  were  heard 
over  both  lung  fields.  The  first 
heart  sound  was  increased  in  inten- 
sity; S2  was  narrowly  split;  P2  was 
increased  in  intensity.  An  opening 
snap  was  heard  0.08  seconds  after 
P2,  followed  by  a grade  2/4  diastolic 
rumble  with  presystolic  accentua- 
tion. 

The  ECG  showed  sinus  rhythm, 
left  atrial  enlargement,  and  incom- 
plete right  bundle  branch  block. 
Chest  radiograph  showed  small 
bilateral  pleural  effusions,  mild  pul- 
monary venous  distension,  and  left 
atrial  and  pulmonary  artery  en- 
largement. On  fluoroscopic  exam 
the  mitral  valve  and  annulus  were 
heavily  calcified.  Echocardiograph- 
ic  and  Doppler  exams  showed  a 
calculated  mitral  valve  area  of 
1.1  cm^,  no  significant  mitral  regur- 
gitation, marked  left  atrial  enlarge- 
ment, and  low  normal  left  ventricu- 
lar systolic  performance.  There  was 
trivial  aortic  regurgitation.  The 
mitral  leaflets  were  markedly  thick- 
ened. 

Valve  Dilatation 

The  patient  gave  written  in- 
formed consent  in  accordance  with 
a protocol  approved  by  the  clinical 
investigation  committee  of  our 
institution.  Mitral  valve  dilatation 
was  accomplished  via  the  transsep- 
tal,  antegrade  approach.  A trans- 
septal  puncture  was  performed  with 
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Figure  1 

Left  ventricular  and  left  atria! pressures  from  patient  one  before  and  after  mitral 
valvuloplasty  using  the  double  balloon  technique.  The  diastolic  gradient  is 
decreased  after  valve  dilatation,  with  a resultant  increase  in  both  cardiac  output 
and  valve  area. 


a Ross  needle  and  Brockenbrough 
catheter  introduced  from  the  right 
femoral  vein.  A Mullin  transseptal 
sheath  was  exchanged  for  the 
Brockenbrough  catheter  and  a flo- 
tation catheter  was  inserted  into  the 
sheath  and  advanced  from  the  left 
atrium  to  the  left  ventricle  and  the 
ascending  aorta.  A 260cm  guide- 
wire  was  passed  through  the  flota- 
tion catheter  to  the  descending  aor- 
ta and  an  8mm  diameter,  3cm  long 
balloon  catheter  was  exchanged 
over  the  wire  and  was  used  to  dilate 
the  interatrial  septum.  A single 
inflation  was  performed  to  3-5 
atmospheres.  Using  a double-lumen 
catheter,  a second  260cm  guidewire 
was  positioned  across  the  mitral 
valve  through  the  left  ventricle  to 
the  ascending  and  descending  aor- 
ta. A 20mm  diameter,  3cm  long 
balloon  catheter  was  exchanged  for 
the  8mm  balloon  and  was  passed 
antegrade  across  the  mitral  valve.  A 
second  20mm  diameter,  3cm  long 
balloon  catheter  was  also  passed 
across  the  mitral  valve.  Five  simulta- 
neous inflations  of  both  balloon 
catheters  to  3-5  atmospheres  were 
performed.  Blood  pressure  de- 
clined transiently  with  each  simulta- 
neous inflation.  An  indentation 
from  the  stenotic  valve  was  not 
present  on  the  balloon  profile  dur- 
ing initial  inflation;  it  is  likely  that 
the  commissures  opened  as  the  bal- 
loon expanded.  The  mean  gradient 
before  valvuloplasty  was  8mmHg 
with  a cardiac  output  of  3.2L/min. 
(thermodilution  method)  at  a heart 
rate  of  75;  the  calculated  valve  area 
was  l.Ocm^.  After  valvuloplasty  the 
mean  gradient  was  4.4mmHg  at  a 
substantially  higher  cardiac  output 
of  4.65L/min.  and  a heart  rate  of 
80.  The  calculated  valve  area  was 
2.5  cm^.  (Figure  1)  Left  ventriculo- 
graphy revealed  that  the  degree  of 
mitral  regurgitation  was  unchanged 
at  “trace”  compared  to  the  pre- 
valvuloplasty study.  Oximetry  dem- 
onstrated that  no  left-to-right  intra- 
cardiac shunt  resulted  from  the 
transseptal  passage  of  catheters. 

The  second  patient  is  a 46-year- 
old  woman  with  a history  of  rheu- 
matic fever  at  age  18  years.  She 
developed  dyspnea  on  exertion  in 
her  third  decade  and  a cardiac  cath- 
eterization revealed  moderate  mi- 
tral stenosis  and  mild  aortic  insuffi- 
ciency. At  the  age  of  45  years  she 


had  progressive  dyspnea  on  exer- 
tion with  symptoms  occurring  after 
walking  less  than  two  blocks.  Blood 
pressure  was  95/60mmHg  with  a 
heart  rate  of  64,  which  was  regular. 
The  carotid  upstroke  was  slightly 
delayed.  The  lungs  were  clear.  The 


first  heart  sound  was  increased  in 
intensity;  P2  was  equal  to  A2  in 
intensity.  There  was  a grade  2/4 
early-  to  mid-diastolic  rumble  at  the 
apex,  a grade  2/4  blowing  diastolic 
murmur  at  the  base  and  left  sternal 
edge,  and  a grade  2/6  systolic  ejec- 


Figure  2 

Simultaneous  left  ventricular  and  pulmonary  wedge  pressure  recordings  before 
and  after  exercise  in  patient  two.  Before  exercise  there  is  a mean  diastolic 
gradient  of  5.2mmFlg  (shaded  area)  between  the  left  ventricle  (LV)  and 
pulmonary  wedge  (PCW),  or  left  atrial,  pressure.  After  exercise  the  mean 
diastolic  gradient  increases  to  over  BmmHg. 
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' tion  murmur.  The  rhytlim  was  sinus 
bradycardia  on  the  electrocardio- 
gram. Chest  radiograph  revealed 
left  atrial  enlargement  and  pulmo- 
nary venous  congestion.  Fluorosco- 
py showed  no  signihcant  mitral  cal- 
cifications. 

Echocardiographic  and  Doppler 
exams  demonstrated  a noncalcihed 
stenotic  mitral  valve  with  an  esti- 
mated valve  area  of  1.2  cm‘^.  There 
was  2+  aortic  insufficiency. 

On  cardiac  catheterization  there 
was  a mean  diastolic  gradient  across 
the  mitral  valve  of  9.5mmHg,  with  a 
cardiac  output  of  3.6L/min  (Pick 
method).  The  calculated  valve  area 
was  1.1  cm^,  using  the  Gorlin  for- 
mula. Mild  mitral  regurgitation  was 
present  on  left  ventriculography. 
After  three  minutes  of  supine  exer- 
cise on  a leg  ergometer  at  100 
kilopounds  per  meter,  the  pulmo- 
nary capillary  wedge  pressure 
increased  from  a baseline  value  of 
14mmHg  to  31mmHg,  the  mean 
diastolic  gradient  measured 
21mmHg,  and  the  cardiac  output 


Figure  3 

Inflated  balloons  across  the  mitral 
valve.  The  balloons  are  indented  by 
the  stenotic  valve  orifice.  The  guide- 
wires  traverse  the  entire  circulation. 
At  the  left  of  the  picture  they  come  up 
through  the  inferior  vena  cava,  then 
cross  from  the  right  atrium  (RA) 
through  the  interatrial  septum  to  the 
left  atrium.  The  balloons  cross  from 
the  left  atrium  into  the  left  ventricle 
(LV).  The  wires  then  loop  in  the  left 
ventricle,  cross  the  aortic  valve,  and 
traverse  the  aortic  arch  to  the 
descending  aorta  (AO)  at  the  right  of 
the  picture. 


increased  to  6.2L/minute.  (Figure 

2) 

Valve  Dilatation 

Mitral  valve  dilatation  was  per- 
formed using  the  same  basic 
approach  as  described  above.  After 
transseptal  puncture  and  passage  of 
two  long  guidewires  from  tbe  right 
atrium,  through  the  interatrial  sep- 
tum, left  atrium  and  ventricle  and 
into  the  descending  aorta,  two 
20mm  diameter,  5.5cm  long  bal- 
loon catheters  were  passed  ante- 
grade across  the  mitral  valve.  A 
simultaneous  inflation  of  both  bal- 
loon catheters  to  3-5  atmospheres 
was  performed.  (Figure  3)  Another 
simultaneous  inflation  was  subse- 
quently done  with  two  20mm  diam- 
eter, 3cm  long  balloon  catheters. 
The  blood  pressure  declined  pre- 
cipitously and  transiently  with  each 
simultaneous  inflation.  An  indenta- 
tion denoting  the  stenotic  valve  was 
present  on  the  inflated  balloon  pro- 
hle  and  failed  to  completely  disap- 
pear despite  full  inflation  of  both 
balloons.  The  mean  gradient  before 
valvuloplasty  was  5.2mmHg  with  a 
cardiac  output  of  3.6L/min  (ther- 
modilution method)  at  a heart  rate 
of  62;  the  calculated  valve  area  was 
1.1  cm^.  After  valvuloplasty  the 
mean  gradient  was  8.2mmHg  at  a 
substantially  higher  cardiac  output 
of  4.65L/min  and  a heart  rate  of 
91.  The  calculated  valve  area  was 
1.7cm‘'^.  Left  ventriculography  re- 
vealed that  the  degree  of  mitral 
regurgitation  was  unchanged  at  1 + 
compared  to  the  prevalvuloplasty 
study.  After  removal  of  the  trans- 
septal apparatus,  a complete  right 
sided  oxygen  saturation  study 
showed  no  shunting  at  the  atrial 
level. 

Discussion 

Catheter  balloon  valvuloplasty 
was  initially  applied  in  children  with 
pulmonic  valve  stenosis.'  Young 
patients  with  rheumatic  mitral  ste- 
nosis and  children  and  young  adults 
with  congenital  aortic  stenosis  were 
treated  shortly  thereafter.^''  Con- 
cern about  embolization  of  valve 
fragments  necessitated  a deliberate 
approach  to  balloon  dilatation  of 
calcified  valves  in  older  patients. 
Early  reports  of  successful  mitral 
valve  dilatation  have  made  it  clear 
that  the  procedure  can  be  per- 


formed with  adequate  safety  and 
efficacy  in  adult  patients.’’  " 

Results  of 
Mitral  Valvuloplasty 

Dilatation  of  the  mitral  valve 
results  in  increased  cardiac  output, 
decreased  transmitral  valve  pres- 
sure gradient,  left  atrial  pressures, 
pulmonary  wedge  and  pulmonary 
artery  pressures,  and  increased 
mitral  valve  area.  Increases  in  mitral 
area  are  from  less  than  l.Ocm^  pre- 
valvuloplasty, to  an  average  of 
1.6cm^  to  2.4cm^  afterwards  (range 
up  to  3.5cm^)."'’  The  results  in  the 
two  patients  described  in  this  report 
are  typical  of  current  experience.  It 
is  important  to  note  that  mitral 
valve  prostheses  have  average  in 
vivo  areas  from  1.7cm^  to  2.5cm^.* 

There  have  been  relatively  few 
major  complications  of  tbe  proce- 
dure reported.  Since  valvuloplasty 
is  performed  using  the  transseptal 
approach,  cardiac  perforation  is  a 
risk.  Dilation  of  the  interatrial  sep- 
tum to  allow  passage  of  the  large 
balloons  has  resulted  in  atrial  septal 
defect  in  some  patients.  These 
defects  are  usually  small,  though  a 
left-to-right  shunt  as  large  as  2.3- 
to-1  has  been  described."  The  pres- 
ence of  an  interatrial  communica- 
tion may  also  allow  decompression 
of  elevated  left  atrial  pressure  even 
without  relief  of  the  mitral  stenosis. 
This  remains  an  important  consid- 
eration when  evaluating  the  final 
results  of  the  procedure.  An  addi- 
tional consideration  in  this  regard  is 
the  effect  such  a shunt  will  have  on 
the  cardiac  output.  Use  of  the  Eick 
method,  with  measurement  of 
blood  oxygen  content  in  the  system- 
ic venous  system  and  multiple  cardi- 
ac chambers,  rather  than  thermodi- 
lution cardiac  output  measurement, 
is  essential  to  detect  and  quantify  a 
left-to-right  shunt.  Thromboembol- 
ic episodes  seem  rare.  This  may  be 
due  in  part  to  the  meticulous  care 
taken  to  be  sure  patients  have  at 
least  four  weeks  of  anticoagulation 
prior  to  valvuloplasty,  and  the  use 
of  screening  echocardiographic 
examination  to  detect  left  atrial 
thrombus.  Transient  complete 
heart  block  has  been  described  after 
dilatation,  due  to  the  close  proximi- 
ty of  the  mitral  annulus  to  the  A-V 
node  and  His  bundle.  Significant 
mitral  regurgitation  has  been  an 
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infrequent  finding,  even  in  patients 
with  calcified,  nonpliable  valve  leaf- 
lets. 

Patient  Selection 

Those  patients  for  whom  mitral 
valve  replacement  would  be  the  tra- 
ditional therapy  must  be  considered 
separately  from  those  likely  to  ben- 
efit from  mitral  commissurotomy. 
Candidates  for  valve  replacement 
are  one  group  for  whom  mitral 
valvuloplasty  is  well  suited  if  no 
significant  regurgitation  is  present. 
This  is  usually  because  of  an  inabili- 
ty to  perform  commissurotomy  due 
to  extensive  changes  in  the  valve 
and  subvalvular  structures,  and  the 
presence  of  factors  that  increase 
risk  for  surgery,  such  as  advanced 
age,  pulmonary  or  renal  disease,  or 
multi-organ  system  disease.  The 
risks  and  benefits  of  surgery  and 
long  term  anticoagulation  must  be 
contrasted  with  those  of  valvulo- 
plasty in  this  group.  Among  the  first 
65  adult  patients  reported,  there 
has  been  one  death  (1.5%)  follow- 
ing emergency  valve  replacement 
after  a failed  mitral  valvuloplasty 
procedure.^'’  Operative  mortality 
for  mitral  valve  replacement  is  re- 
ported to  be  5%-10%.®  Whether  a 
high  rate  of  restenosis  will  limit  the 
long  term  benefits  of  valvuloplasty  in 
this  group  remains  to  be  studied. 

Younger  patients  with  non-calci- 
fied  valve  leaflets  and  no  significant 
risks  for  operation  would  usually 
have  a good  result  from  mitral  com- 
missurotomy, and  are  also  spared 
the  long  term  risks  of  a prosthetic 
valve.  In  the  initial  stages  of  the 
development  of  valvuloplasty  a sin- 
gle balloon  was  used,  and  the  resul- 
tant valve  areas  were  smaller  than 
those  achieved  with  commissuroto- 
my. The  introduction  of  double  bal- 
loon dilatation  has  eliminated  this 
difference  in  procedural  results,’ 
recognizing  that  commissurotomy 
usually  results  in  valve  areas  of 
about  2cm^,  while  valve  prostheses 
usually  have  areas  between  1.7  and 
2.5cm^.®  Restenosis  remains  a prob- 
lem for  patients  undergoing  surgi- 
cal commissurotomy,*®  and  will  cer- 
tainly occur  after  balloon  valvulo- 
plasty.’* Younger  patients  with  a 
pliable,  minimally  calcified  valve 
and  no  mitral  regurgitation  have 
been  ideal  candidates  for  surgical 
commissurotomy.  Balloon  therapy 


may  be  best  suited  for  these  ideal 
patients  as  well.  At  present,  it  is  not 
possible  to  predict  which  patients 
will  have  optimal  results  after  valvu- 
loplasty. Patient  two  in  this  report, 
though  improved  symptomatically, 
had  a final  valve  area  under  2cm^.  It 
is  critical  to  improve  our  ability  to 
select  patients  best  suited  to  each 
available  therapy. 

Mechanism  of  Relief 
of  Mitral  Obstruction 

Postmortem  and  intraoperative 
studies  have  shed  some  light  on  the 
mechanism  of  valve  dilatation.®  *^ 
The  major  result  of  balloon  infla- 
tion is  commissural  splitting.  Frac- 
ture of  calcific  nodules  on  the  com- 
missures and  leaflets  has  also  been 
described.®  Patient  one  in  this 
report  had  immediate  disappear- 
ance of  the  valve  indentation  on  the 
inflated  balloons,  while  patient  two 
had  persistent  indentation  of  the 
balloons.  This  failure  of  resolution 
of  the  balloon  indentation  from  the 
stenosed  valve  leaflets  may  be  an 
important  marker  for  success  of  the 
procedure.  It  is  possible  to  predict 
which  patients  will  likely  have  the 
better  response  to  dilatation  based 
on  echocardiographic  exam.  Those 
with  less  calcification  in  the  sub- 
chordal  apparatus  do  best. 

Clinical  Implications 

Mitral  valvuloplasty  may  be 
accomplished  safely  and  successful- 
ly in  symptomatic  patients  with 
mitral  stenosis.  Patients  previously 
considered  high  risk  for  valve 
replacement  now  have  an  available 
therapeutic  option.  In  addition,  an 
alternative  is  available  for  those 
patients  who  refuse  surgery  or  anti- 
coagulant therapy.  The  long  term 
results  of  mitral  valvuloplasty  are 
not  known.  Mitral  valvuloplasty 
therefore  remains  an  experimental 
therapy  undergoing  intense  investi- 
gation at  selective  institutions. 
Whether  valvuloplasty  has  a reste- 
nosis rate  less  than  the  10%-50% 
reported  for  commissurotomy*®  will 
be  determined  only  by  careful  study 
of  the  patients  currently  undergo- 
ing the  procedure.  4 
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nitis, less  than  1%.  and.  rarely,  throm- 
bocytopenia 

Abnormalities  in  laboratory  results  of 

uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes. 

• Transient  fluctuations  in  leukocyte  count  (espe- 
cially in  infants  and  children) 

• Abnormal  urinalysis;  elevations  in  BUN  or  serum 
creatinine. 

• Positive  direct  Coombs'  test 

• False-positive  tests  for  urinary  glucose  with 

Benedict’s  or  Fehling's  solution  and  Clinitest®  tab- 
lets but  not  with  Tes-Tape*’  (glucose  enzymatic 
test  strip.  Lilly).  |061787L] 
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ORIGINAL  COMMUNICATION 


In  a Community  Hospital 

Clinicopathologic 
Correlations  of 
Eighty  Nonpalpable 
Breast  Lesions 


By  John  H.  Mueller,  M.D.,  and 
Garron  M.  Lukas,  M.D. /Champaign 

Biopsy  results  of  80  nonpalpable  mammographic  breast  lesions  in  75 
women  over  a 12-month  period  at  a community  hospital  are  examined 
and  the  use  of  mammography  in  the  detection  of  breast  cancer  is 
discussed.  Seventy-four  of  the  patients  underwent  preoperative  needle 
localization  to  ensure  excision  of  the  occult  lesions.  Seven  biopsies 
(8.75%)  were  malignant  and  calcifications  were  present  in  36%  of  all 
lesions. 


Breast  cancer  is  the  most  common 
cancer  among  women,  affecting 
one  out  of  every  11  women'  (9.1%) 
at  some  point  during  their  lives.  In 
1987,  it  was  estimated  that  130,000 
new  cases  of  invasive  breast  cancer 
were  diagnosed  in  American 
women. ^ Prior  to  the  advent  of 
mammography,  breast  cancer  was 
diagnosed  when  a woman  noticed  a 
breast  mass,  skin  changes,  an 
unusual  nipple  discharge,  or  breast 
pain,  or  when  the  same  were  discov- 
ered by  her  physician.  Mammogra- 
phy now  offers  the  woman  and  her 
physician  the  opportunity  to  detect 
clinically  occult  (nonpalpable) 
breast  lesions.  The  average  breast 
cancer  requires  approximately  ten 
years  to  become  palpable.  Mam- 
mography can  detect  most  of  these 
lesions  one  to  three  years  earlier.^ 
Appropriate  biopsy  of  suspicious 
lesions  enables  detected  malignan- 
cies to  be  treated  earlier. 


Diagnosis  of  occult  malignancy  is 
dependent  upon  several  factors. 
First,  the  radiologist  must  have 
equipment  specifically  designed  for 
mammography  and  must  perform 
and  interpret  examinations  fre- 
quently in  order  to  make  a confi- 
dent diagnosis.  Second,  the  surgeon 
and  radiologist  must  communicate 
in  order  to  unambiguously  inter- 
pret the  report  and  films.  Further- 
Tnore,  the  surgeon  must  have  the 
ability  to  localize  the  occult  lesion 
to  ensure  its  removal  at  surgery, 
and  to  remove  as  little  of  the  nor- 
mcil  breast  tissue  as  possible.  Final- 
ly, the  specimen  must  be  presented 
to  the  pathologist  in  a manner 
which  will  enable  its  comparison 
with  the  mammogram,  if  necessary, 
to  correctly  determine  the  histopa- 
thology  of  the  lesion. 

It  is  inherent  in  the  diagnostic 
process  that  the  majority  of  biopsies 
will  be  benign.  However,  proper 


consultation  between  radiologist, 
surgeon,  and  pathologist  will  maxi- 
mize the  detection  of  malignancies, 
and  thus  benefit  the  patient. 

Materials  and  Methods 

The  operating  room  records 
from  January  1,  1986,  to  December 
31,  1986  at  our  institution  were 
reviewed.  This  survey  yielded  197 
breast  biopsies  for  the  12-month 
period.  After  a review  of  the  clinic 
charts,  one  visible  skin  lesion,  three 
cases  of  gynecomastia,  and  113  pal- 
pable breast  lesions  were  excluded 
from  our  study.  Other  cases  were 
excluded  based  on  study  criteria. 
These  included  patients  in  whom 
minimal  abnormalities  were  de- 
tected on  mammogram  screening 
and  palpated  by  a surgeon  after  an 
initial  normal  examination  by  the 
primary  physician. 

Of  the  final  80  mammographic 
lesions  included  in  the  study,  78 
were  biopsied  by  a group  of  three 
surgeons,  and  two  were  biopsied  by 
a fourth  surgeon.  The  preoperative 
and  postoperative  clinic  records,  all 
mammogram  reports,  and  frozen 
and  permanent  section  pathology 
reports  for  all  80  biopsies  were 
reviewed. 
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Table  1 

Clinically  Occult  Mammographic  Lesions:  Distribution  by  Age 

Age 

Benign 

Malignant 

Total 

21-30 

1 

0 

1 

31-40 

3 

0 

3 

41-50 

13 

1 

14 

51-60 

23 

1 

24 

61-70 

26 

2 

28 

71-80 

7 

3 

10 

Total 

73 

7 

80 

The  breast  biopsies  were  sched- 
uled as  outpatient  procedures.  The 
patient  reported  to  the  clinic  on  the 
morning  of  surgery  for  mammogra- 
phically-guided  needle  localization 
of  the  lesion  under  local  anesthesia. 
A hooked  wire  was  then  inserted 
through  the  needle,  repositioned  as 
necessary,  and  the  needle  with- 
drawn. The  wire  was  secured  to  the 
breast,  and  a confirmatory  mammo- 
gram for  wire  placement  was  taken. 
Various  needle  localization  proce- 
dures have  been  described  in  the 
literature. The  patient  was  sent  to 
the  hospital  with  her  mammograms 
and  placed  under  general  anesthe- 
sia. The  wire  and  lesion  were  dis- 
sected out  and  sent  to  pathology  for 
frozen  section.  If  any  doubt  existed 
as  to  the  removal  of  the  lesion,  the 
specimen  could  be  mammo- 
gramed.  In  one  case  the  surgeon 
transected  the  wire  at  surgery.  The 
remaining  wire  end  and  biopsy 
specimen  were  then  removed  under 
fluoroscopic  guidance.  In  this 
series,  none  of  the  frozen  section 
diagnoses  of  malignancy  were  fol- 
lowed immediately  by  definitive  sur- 
gery. Patients  were  discharged  after 
appropriate  recovery,  usually  that 
same  day. 

In  all  cases,  permanent  sections 
were  made  and,  if  applicable,  sam- 
ples were  taken  for  estrogen  and 
progesterone  receptor  assays.  The 
family  was  informed  of  the  frozen 
section  diagnosis  immediately  after 
surgery,  and  the  results  of  the  per- 
manent sections  were  given  to  the 
patient  as  soon  as  they  were  avail- 
able. 

Results 

Eighty  nonpalpable  breast  le- 
sions in  75  women  aged  28-79  were 
biopsied.  Malignant  lesions  were 
found  in  women  between  49  and  75 
years  of  age.  (Table  1) 

Fifty-one  of  the  biopsies  were 
done  for  mammographic  lesions, 
20  were  done  for  the  presence  of 
suspicious  calcifications,  and  nine 
had  both  a mammographic  lesion 
and  calcifications.  (Table  2) 

Seven  of  the  80  biopsies  (8.75%) 
were  malignant.  Of  the  seven  malig- 
nancies, three  were  intraductal  car- 
cinoma, one  was  infiltrating  ductal 
carcinoma,  and  three  had  both  infil- 
trating ductal  and  intraductal  carci- 
noma. (Table  3)  In  five  out  of  the 
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seven  malignancies  (71.4%)  the  fro- 
zen section  was  correct.  However, 
in  two  out  of  the  seven  (28.6%)  the 
frozen  section  was  false-negative  (in 
both  cases  the  pathologist  reported 
fibrocystic  disease  on  the  frozen 
section,  but  intraductal  carcinoma 
on  permanent  section). 

Four  of  the  seven  women  with 
malignant  biopsies  had  follow-up 
modified  radical  mastectomies.  One 
woman  had  a subcutaneous  mastec- 
tomy and  axillary  node  dissection, 
another  had  a partial  mastectomy, 
and  one  elected  to  undergo  no  fur- 


ther treatment  after  a second  opin- 
ion (her  surgeon  had  recommended 
mastectomy). 

Seventy-three  out  of  80  (91.25%) 
biopsies  were  benign.  The  most  fre- 
quent diagnosis  was  fibrocystic  dis- 
ease without  epithelial  proliferation 
(50.7%),  followed  by  fibrocystic  dis- 
ease with  epithelial  proliferation 
(34.2%).  (Table  4) 

It  is  important  to  note  that  one 
of  the  frozen  sections  was  false- 
positive, labeled  as  “infiltrating 
ductal  carcinoma.”  The  permanent 
section,  after  outside  consultation. 
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Table  2 

Reason  for  Biopsy  of  Nonpalpable  Breast  Lesions 


Mammographic  Evidence 

Benign 

Malignant 

Total 

Lesion* 

48 

3 

51 

Calcifications 

18 

2 

20 

Lesion  and  Calcifications 

7 

2 

9 

Total 

73 

7 

80 

*Note:  Includes  any  suspicious  characteristic  (increased  density,  change  in 
architecture,  speculations,  etc.)  other  than  calcifications. 


Table  3 

Clinically  Occult  Mammographic  Lesions:  Histologic  Findings 

in  7 Cancers 

Diagnosis 

Number 

Percent 

Intraductal  carcinoma 

3 

42,9 

Infiltrating  ductal  carcinoma 

1 

14.3 

Both 

3 

42.9 

Table  4 

Clinically  Occult  Mammary  Lesions:  Findings  in 

73  Benign  Biopsies 

Diagnosis  (criteria  from 
Schwartz,  et  alJ) 

Number 

Percent 

Fibrocystic  disease  without 
epithelial  proliferation* 

37 

50.7 

Fibrocystic  disease,  with 
epithelial  proliferation** 

25 

34.2 

Fibroadenoma 

6 

8.2 

Foreign  body  reaction 

3 

4.1 

Intramammary  lymph  nodes 

1 

1.4 

Normal  breast  tissue 

1 

1.4 

Total 

73 

100% 

*Cysts,  apocrine  metaplasia,  sclerosing  adenosis,  fibrous  mastopathy 
"‘Papillomatosis,  large  terminal  duct  or  lobular  hyperplasia,  florid  adenosis 
(proliferative  phase  of  sclerosing  adenosisl 

had  a benign  diagnosis  of  “florid 
epithelial  proliferation  and  papillo- 
matosis.” Fortunately  the  patient 
and  surgeon  had  elected  to  only 
undergo  the  biopsy  on  that  date. 
Arguments  for  single  vs.  two-step 
biopsy  and  definitive  treatment  are 
recorded  elsewhere,*^  but  it  is  pru- 
dent to  emphasize  that  one  must  be 
confident  with  the  frozen  section 
diagnosis,  as  well  as  the  preopera- 
tive and  intraoperative  clinical 
appearance  of  malignant  lesions 
before  proceeding  with  one-step 
procedures. 

Discussion 

Breast  cancer  is  a significant 
cause  of  morbidity  and  mortality  in 


Table  5 

ACS  Recommendations  for 
Screening  Asymptomatic 
Women 

□ Monthly  breast  self-examination 
beginning  at  age  20. 

□ Breast  physical  exam  by 
physician  every  third  year 
between  20  and  40,  and  yearly 
thereafter, 

□ Basehne  mammogram  between 
ages  35  and  40. 

□ Mammography  every  1-2  years 
between  ages  40  and  49. 

□ Yearly  mammography  after  age 
50. 


women.  Risk  is  increased  if  a wom- 
an has  a personal  history  of  breast 
cancer  or  a first-degree  relative  with 
the  disease.’”  Mammography  is  the 
most  widely  used  method  to  detect 
clinically  occult  breast  lesions.  With 
modern  techniques,  imagery  has 
been  greatly  improved,  and  the 
radiation  exposure  is  negligible. 
McLelland”  extrapolated  that  the 
total  radiation  dose  of  modern 
bilateral  two-view  mammography 
(less  than  1 rad)  poses  the  same 
mortality  risk  as  smoking  three- 
fourths’  of  one  cigarette  or  travel- 
ing sixty  miles  by  car. 

At  this  writing,  the  current  rec- 
ommendations’^’^ of  the  American 
Cancer  Society  for  the  mammog- 
raphic  screening  of  asymptomatic 
women  appear  in  Table  5.  Unfortu- 
nately, screening  mammography 
often  tends  to  be  underutilized. 
After  reviewing  four  studies  with  a 
total  of  3,677  patients,  Howard’^ 
concludes  that  “only  about  15-20 
percent  of  American  women  age  50 
and  older  have  ever  had  a mammo- 
gram and  that  a much  smaller  pro- 
portion are  being  examined  with 
systemic  regularity.”  Physicians 
must  educate  their  patients  about 
the  incidence  of  breast  carcinoma, 
and  increase  their  efforts  to  refer 
asymptomatic  women  for  screen- 
ing. 

In  the  present  series,  8.75%  of 
the  mammographic  lesions  were 
malignant.  This  is  consistent  with 
other  studies,  which  report  the 


rates  between  8%”’  and  32%.’” 
Since  the  goal  of  screening  mam- 
mography is  the  detection  of  malig- 
nancies in  asymptomatic  women,  an 
aggressive  surgical  approach  of  sus- 
picious lesions  is  justified. 

Reviewing  the  benign  biopsies, 
the  vast  majority  (84.9%)  were  diag- 
nosed histopathologically  as  fibro- 
cystic disease.  This  attests  to  the 
diagnostic  difficulty  this  condition 
can  represent  for  the  mammogra- 
pher.  Homer”  addresses  the 
importance  of  communication  be- 
tween the  mammographer  and  sur- 
geon to  understand  the  exact  mean- 
ing of  the  report.  However,  as  stat- 
ed previously,  one  must  be  willing 
to  accept  a large  number  of  nega- 
tive biopsies  in  order  to  detect 
occult  mammary  carcinomas. 

Unlike  other  widely  used  cancer 
screening  tests  such  as  Papanico- 
laou’s stain  and  the  stool  test  for 
occult  blood,  mammographic 
screening  is  expensive.  At  this  writ- 
ing the  median  statewide  cost  of 
mammographic  screening  in  Illinois 
is  $105.’”  Reducing  the  expense  of 
screening  remains  an  important 
goal.  However,  considering  the 
high  incidence  of  breast  cancer, 
patients  should  be  encouraged  to 
follow  American  Cancer  Society 
(ACS)  guidelines  to  the  greatest 
extent  possible.  Hopefully,  the 
costs  will  decrease  as  screening 
becomes  more  widespread. 

Summary 

Our  experience  with  eighty  non- 
palpable  mammographic  breast 
lesions  was  presented.  Seven  biop- 
sies (8.75%)  were  malignant.  The 
technique  of  preoperative  needle 
localization  was  used  to  ensure 
removal  of  the  intended  specimen 
with  a minimum  of  normal  breast 
tissue.  Screening  mammography  is 
seen  as  an  effective  tool  for  the 
diagnosis  of  breast  cancer  in  asymp- 
tomatic women.  i 
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SPECIAL  ARTICLE 


A Pioneer  in  Mental  Health  Care 

Dorothea  Lynde  Dix 


By  Frank  B.  Norbury,  M.D. /Jacksonville 


Dorothea  Lynde  Dix  was  a nineteenth  century  pioneer  in  the  mental 
health  field.  Her  energy  and  strength  of  character  engendered  reforms  in 
mental  health  care  across  the  United  States.  Her  work  brought  public 
bodies  to  recognize  that  the  mentally  ill  were  not  criminals  to  be  jailed, 
but  patients  to  be  given  medical  care  and  supervision. 


Dorothea  Lynde  Dix  was  the  found- 
ing spirit  of  the  Jacksonville  State 
Hospital,  Illinois’  first  mental  hos- 
pital, and  more  than  32  other  psy- 
chiatric hospitals  throughout  the 
world.  Many  of  these  huge  public 
institutions  have  disappeared  or 
have  been  converted  to  smaller 
institutions  for  the  care  of  the  men- 
tally retarded.  This  was  the  case  in 
Jacksonville,  where  we  now  have  the 
Jacksonville  Developmental  Cen- 
ter. 

In  phasing  out  state  hospitals,  we 
run  the  risk  of  losing  sight  of  their 
historical  purpose  and  the  condi- 
tions which  led  to  their  founding. 
We  might  also  lose  sight  of  Doro- 
thea Lynde  Dix,  who  should  be 
included  among  the  most  successful 
reformers  of  the  nineteenth  centu- 
ry. Her  efforts  established  the  con- 
cept that  the  mentally  ill  were  the 
responsibility  of  the  state.  Her 
efforts  took  the  mentally  ill  in 


Dorothea  Lynde  Dix.  Plioto  reprinted  witli 
permission  of  the  Boston  Athenaeum,  Bos- 
ton, Massachusetts. 


America  out  of  chains,  jails,  and 
almshouses.  She  engineered  re- 
forms to  bring  these  patients  under 
medical  auspices,  where  they  could 
receive  humane  care  and  special- 
ized treatment. 

Dorothea  Dix’s  name  was  a 
household  word  in  the  latter  part  of 
the  nineteenth  century.  Consulted 
by  prominent  politicians  of  her 
time,  she  was  a personal  friend  of 
Presidents  Fillmore,  Pierce,  Bu- 
chanan, and  Lincoln  and  was  grant- 
ed a private  audience  with  Pope 
Pius  IX. 

What  was  this  woman  really  like? 
Several  biographies  have  been  writ- 
ten about  her,  but  there  are  large 
gaps  in  our  knowledge  of  her  life. 
The  original  biography,  authorized 
by  her  family,  was  written  by  the 
Reverend  Francis  Tiffany  in  1891, 
four  years  after  her  death.  But  he 
had  access  only  to  those  letters  and 
papers  which  Miss  Dix  and  her  fam- 
ily made  available.  The  last  scholarly 
biography  was  written  in  1937  and 
the  last  biography  of  any  kind  in 
1975.  Her  papers  remain  in  the 
Harvard  Library. 

A Maine  Native 

Dorothea  Dix  was  born  in  1802 
in  Hampden,  Maine,  a settlement 
on  the  Penobscot  River  near  Ban- 
gor. The  family  occupied  a cabin  on 
land  owned  by  her  grandfather.  Dr. 
Elijah  Dix  of  Worcester  and  Bos- 
ton. He  had  purchased  20,000 
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Her  efforts  took  the  mentally  ill  in  America  out  of 
chains,  jails  and  almshouses.  She  engineered 
reforms  to  bring  these  patients  under  medical 
auspices,  where  they  could  receive  humane  care 
and  specialized  treatment. 


acres  of  Maine  land  from  the 
endowment  of  Bowdoin  College  at 
$1  per  acre.  Maine,  at  that  time,  was 
a territory  of  Massachusetts  and 
definitely  frontier  land. 

Dorothea’s  father,  Joseph  Dix, 
was  sent  out  to  act  as  a land  agent 
for  his  father.  He  had  married  a 
woman  20  years  older  than  himself 
while  a student  at  Harvard,  where, 
at  that  time,  married  students  were 
not  permitted.  Joseph  Dix  had 
planned  to  be  an  establishment  cler- 
gyman, but  he  never  finished  col- 
lege and  was  never  ordained. 

Joseph  nurtured  his  religious 
vocation  by  writing  and  distributing 
tracts  in  the  wilderness  and  by  occa- 
sional preaching.  His  wife,  in  her 
40’s  when  Dorothea,  her  first  child, 
was  born,  was  frequently  ill.  Doro- 
thea later  proclaimed  that  she  “nev- 
er knew  a childhood,”  and  was  con- 
sidered the  strong  one  of  the  family, 
taking  care  of  her  mother,  father 
and  two  younger  brothers. 

By  1812,  the  Embargo  and  the 
war  with  Britain  had  ruined  trade 
on  the  Penobscot  River.  Joseph  Dix 
took  his  family  to  Worcester,  the 
original  home  of  his  parents.  Dr. 
Elijah  Dix  had  risen  from  a pharma- 
cist’s apprentice  to  become  a prom- 
inent physician  in  Worcester.  Deep- 
ly involved  in  land  promotion,  he 
was  one  of  the  developers  of  the 
Boston-Worcester  Turnpike,  selling 
off  land  along  the  way.  The  money 
he  earned  from  this  enabled  him  to 
live  in  luxury  in  Boston  where  he 
continued  to  invest  in  land.  His 
wife,  Dorothy  Lynde,  was  of  a 
prominent  Worcester  family. 

Dorothea’s  grandfather  seemed 
to  take  a liking  to  her  and  visits  with 
him  in  Boston  were  among  her  few 
happy  memories  in  an  otherwise 
bleak  childhood.  He  died  while  the 
family  was  still  living  in  Maine,  and 
his  widow  maintained  an  interest  in 
the  girl.  At  age  12,  Dorothea  left 


Worcester  and  moved  in  with  her 
grandmother,  who  preached  and 
practiced  a stern  Bostonian  Puri- 
tanism. After  two  years,  she  decided 
Dorothea  should  return  to  Worces- 
ter to  live  with  her  aunt. 

A precocious  child,  Dorothea 
started  teaching  school  at  age  14. 
This  continued  until  age  1 7,  when 
Dorothea  returned  to  Boston  and 
established  a school  in  her  grand- 
mother’s home.  She  became  en- 
gaged, but,  for  unknown  reasons, 
never  married. 

Dorothea  continued  to  teach  and 
develop  her  mind.  She  became  the 
friend  and  governess  of  the  chil- 
dren of  William  Ellery  Channing, 
one  of  the  founders  of  Unitarian- 
ism.  Channing  preached  a much 
warmer  brand  of  religious  and 
social  concern  than  she  had  learned 
from  her  father  and  grandmother. 
She  began  to  write  and  publish 
children’s  literature,  including  a 
forerunner  of  a children’s  encyclo- 
pedia called  Conversations  on  Com- 
mon Things.  It  went  into  several 
editions  and  brought  in  regular  roy- 


alties. This  money,  in  addition  to  a 
large  inheritance  from  her  grand- 
mother, would  have  enabled  her  to 
live  out  her  life  as  a genteel  maiden 
lady.  But  at  age  38,  her  real  life’s 
work  had  yet  to  begin. 

An  Activist 
Emerges 

On  March  28,  1841,  Dorothea’s 
eyes  were  opened  when  she  visited 


the  Cambridge  jail  to  teach  Sunday 
school.  There  she  found  not  only 
criminal  prisoners,  but  insane 
women,  who  were  kept  because 
they  had  no  other  place  to  go. 

Visiting  other  prisons  and  alms- 
houses over  the  next  two  years,  she 
continued  to  find  insane  people  in 
chains,  often  in  cages  and  unheated 
quarters.  Some  jailers  believed  that 
the  insane  could  not  feel  the  cold, 
making  heat  unnecessary.  Violent 
screams  and  disturbed  behavior 
forced  the  insane  to  be  segregated 
from  criminals,  but  not  housed  sep- 
arately. After  many  of  these  visits, 
Dorothea  Dix  resolved  to  bring  the 
problem  to  the  attention  of  the 
state  government,  which  she  be-  ' 
lieved  was  responsible  for  the  care 
of  these  people.  She  developed  a I 
plan  and  successfully  used  it  many  | 
times.  I 

The  first  step  of  her  plan  was  to 
study  and  visit  the  jails,  almshouses, 
and  other  places  where  the  insane 
were  kept.  Next  she  prepared  a 
“Memorial”  to  the  legislature,  and 
had  it  distributed  and  publicized. 
Finally  she  stayed  discreetly  near, 
but  not  in,  the  state  capitol  where 
she  could  lobby  influential  legisla- 
tors for  support  of  her  proposed 
reforms.  She  first  used  this  plan  in 
1843  in  Massachusetts;  she  subse- 
quently used  it  in  over  20  other 
state  legislatures,  including  Illinois’ 
in  1847. 

Dorothea  was  successful  in  Mas- 
sachusetts and  Rhode  Island  in 
declaring  the  mentally  insane  a state  | 


responsibility.  Funds  were  appro- 
priated for  semi-private  ventures — 
use  of  public  or  charitable  funds  to 
enlarge  or  support  care  in  already 
existing  private  hospitals.  Word  of 
Miss  Dix’s  success  in  New  England 
reached  New  Jersey,  and  she  was 
urged  to  visit  that  state’s  jails  and 
almshouses.  New  Jersey  had  no 
mental  hospitals  at  all.  Dorothea 
put  her  plan  into  action  in  1845. 


Some  Jailers  believed  that  the  insane  could  not 
feel  the  cold,  making  heat  unnecessary. 
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The  result  was  the  creation  of  a 
totally  new  institution,  the  Trenton 
State  Hospital,  which  became  the 
prototype  of  all  state  hospitals. 

A Natural  Administrator 

Pennsylvania  followed  New  Jer- 
sey and  soon  state  governments  all 
over  the  country  sought  her  now- 
familiar  plan.  She  became  an 
authority  on  the  architecture  and 
site  planning  of  mental  hospitals 
throughout  the  country.  One  state 
after  another  followed  her  model 
with  large,  airy  buildings,  usually  on 
a hill,  featuring  high  ceilings  and  a 
central  administrative  area. 

She  also  had  a lot  to  say  about 
how  the  hospitals  would  be  run  and 
who  would  run  them.  What  is  now 
the  American  Psychiatric  Associa- 
tion was  founded  in  1845  and  its 
members  supported  Miss  Dix’s 
efforts.  Locally,  the  first  three 
superintendents  of  the  Jacksonville 
State  Hospital — Drs.  James 
Higgins,  Andrew  McFarland,  and 
Henry  F.  Carriel — were  all  selected 
by  her. 

Jacksonville  State  Hospital’s 
founding  culminated  the  efforts  of 
local  citizens  and  legislators,  who 
enlisted  the  help  of  Dorothea  Dix. 
Edward  Mead,  a professor  at  the 
Illinois  College  Medical  School  in 
Jacksonville,  studied  some  of  the 
conditions  for  the  care  of  the  insane 
in  Illinois  and  proposed  a mental 


Mental  Health  Policy 
Continues  to  Evolve 


Dorothea  Dix’s  work  to  create  a 
public  conscience  with  respect  to 
care  of  the  mentally  ill  engen- 
dered a proliferation  of  theories 
and  approaches  which  continue 
to  spark  debate. 

Miss  Dix  succeeded  in  plant- 
ing the  seed  of  what  is  now  an 
accepted  maxim  in  mental  health 
care:  society  has  an  obligation  to 
protect  the  rights  of  the  mentally 
ill. 

The  Illinois  Mental  Health 
Code  was  rewritten  in  1979  in 
order  to  address  these  issues. 
Late  last  year.  Governor  James 
R.  Thompson  appointed  a spe- 
cial commission  to  review  and 
revise  the  new  code.  Co-chairs  of 
the  committee  are  Cook  County 
State’s  Attorney  Richard  M. 


Daley  and  Donald  Hallberg, 
president  of  Lutheran  Social 
Services  of  Illinois. 

The  23-member  commission 
will  seek  public  input  and  recom- 
mend revisions  to  the  Illinois  leg- 
islature. Pertinent  issues  are  like- 
ly to  include  ambulatory  commit- 
ment, voluntary  vs.  involuntary 
status,  fitness  to  stand  trial,  the 
legal  defense  of  insanity  and  use 
of  restraints. 

Physician  members  of  the 
commission  include  Prakash  De- 
sai,  Chicago,  Thomas  Minogue, 
Urbana,  Hazel  Mrazek,  May- 
wood  and  Patrick  Staunton,  Park 
Ridge.  The  ISMS  Council  on 
Mental  Health  and  Addiction  will 
monitor  the  commission’s  work 
and  offer  assistance  as  needed. 


Jacksonville  State  Hospital's  founding  culminated 
the  efforts  of  local  citizens  and  legislators,  who 
enlisted  the  help  of  Dorothea  Dix. 


hospital  in  Jacksonville.  A group  of 
Jacksonville  citizens,  using  Mead’s 
findings,  invited  Miss  Dix  to  come 
to  Illinois,  where  she  made  first- 
hand visits  to  Illinois’  almshouses 
and  jails.  In  January  1847  she  pre- 
sented her  findings  in  a Memorial 
to  the  Illinois  legislature.  She  docu- 
ments in  detail  the  pitiful  condi- 
tions in  which  the  insane  were  kept 
in  Illinois.  Then  she  declared,  “But 


one  effective  remedy  for  these  woes 
is  presented;  it  can  only  be  found  in 
a well-established,  skillfully  con- 
ducted hospital.  . . . Legislators  of 
Illinois,  upon  your  action  on  this 
question  rest  the  peace  and  happi- 
ness, the  usefulness  and  the  lifes 
(sic)  of  thousands  of  your  fellow 
citizens  . . . Respectfully  submitted, 
D.  L.  Dix,  Springfield,  January 
1847.’’ 


The  legislature  drew  up  a bill 
which  met  with  her  approval  and 
which  was  enacted  on  March  1 , 
1847.  The  bill  originally  specified 
Peoria  as  the  site  of  the  hospital, 
but  was  amended  to  read  Jackson- 
ville. Thus,  the  Jacksonville  State 
Hospital,  Illinois’  first  mental  hos- 
pital, was  created. 

Miss  Dix  remained  interested  in 
the  Jacksonville  Hospital,  visiting  it 
several  times  and  sending  books 
and  supplies.  Meanwhile,  she  con- 
tinued to  establish  other  hospitals 
on  the  eve  of  the  Civil  War. 

When  the  War  broke  out,  she 
volunteered  her  services  to  Presi- 
dent Lincoln,  who  made  her  Chief 
Nurse  of  the  Army.  Despite  her 
organizational  ability,  this  was  a job 
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for  which  she  was  unqualihed  and 
quite  unsuccessful.  She  later  wrote, 
“This  is  not  the  work  I would  have 
my  life  judged  by.” 

Dorothea  Dix’s  accomplishments 
ranged  from  prison  reform,  im- 
provement of  life-saving  services  in 
Nova  Scotia,  and  the  establishment 
of  a Civil  War  Memorial  at  Hamp- 
ton Roads,  Virginia,  to  the  provi- 
sion of  a fountain  for  thirsty  horses 
in  Boston’s  Custom  House  Square. 

Despite  her  undoubted  greatness 
and  achievements,  there  are  few 
memorials  to  Dorothea  Lynde  Dix. 
Furniture  and  memorabilia  from 


the  early  days  of  Jacksonville  State 
Hospital,  including  furniture  used 
by  Miss  Dix,  have  been  widely  scat- 
tered. Some  material  recently  has 
been  assembled  and  will  be  dis- 
played in  a nineteenth  century 
building  at  the  Illinois  School  for 
the  Deaf  in  Jacksonville  in  honor  of 
Dorothea  Lynde  Dix.  i 


Frank  B.  Norbury,  M.D.,  is  a board  certified 
internist  affiliated  witfi  Passavant  Area  Hos- 
pital in  Jacksonville,  where  he  also  maintains 
a private  practice.  A past  president  of  the 


Illinois  Society  of  Internal  Medicine,  Dr. 
Norbury  is  a downstate  Illinois  governor  for 
the  American  College  of  Physicians.  A mem- 
ber of  the  American  Society  of  Internal 
Medicine  and  a fellow  of  the  American  Col- 
lege of  Physicians,  Dr.  Norbury,  is  a third 
generation  physician  practicing  in  Jackson- 
ville. His  grandfather  began  a practice  at 
Jacksonville  State  Hospital  in  1888. 
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Correspondence  from  an  Illinois  Frontier  Physician 

Go  West 
Young  Man! 

By  Orlando  M.  Bryan,  M.D. 

{Contributed  BY  John  W.  Ovitz,  Jr.,  M.D. /Sycamore) 


Orlando  M.  Bryan,  M.  D.,  was  born  in  1823  in  Fairfield,  Herkimer 
County,  New  York,  and  was  the  son  of  Dr.  and  Mrs.  M.  L.  Bryan.  He 
attended  medical  school  at  Fairfield,  studied  under  Dr.  Sweet,  and 
received  his  M.D.  degree  from  the  University  of  New  York  City  in  1844. 

In  1846  he  came  to  DeKalb  County  and  began  practice  in  Sycamore, 
Illinois.  He  subsequently  served  as  a brigade  surgeon  in  the  Civil  War 
where  he  reached  the  rank  of  Brevet  Colonel,  and  was  the  medical 
director  of  the  division  of  New  Mexico  at  one  time.  He  was  active  in  the 
growth  of  Sycamore,  and  died  February  25,  1892.  In  1849  he  married 
Jane  Leslie  Voohers  of  Brooklyn,  New  York.  He  started  practicing 
medicine  in  Sycamore  100  years  before  his  great-grandson,  John  W. 

Ovitz,  Jr.,  M.  D.,  who  continues  to  practice  there  today. 

The  following  is  a letter  that  Dr.  Bryan  wrote  to  his  friend.  Dr. 
Griswold,  on  January  26,  1847. 


Sycamore 
January  26,  1847 

Gaylord  F.  Griswold,  M.D. 

Newport 

Herkimer  County,  New  York 

Friend  Griswold: 

Received  your  line  a week  ago. 
Should  have  answered  it  before  but 
being  too  late  for  the  mail  of  that 
week  am  obliged  to  wait  until  the 
present  date. 

You  commenced  your  letter  by 
urging  me  to  consider  your  situa- 
tion— out  of  business.  Not  knowing 


where  to  find  any,  etc.  Your  situation 
I have  considered  and  feel  that  I can 
appreciate  it  perfectly.  You  are 
aware,  my  situation  in  Fairfield  for 
many  months  was  similar  to  your 
own.  That  was  the  unhappiest  peri- 
od of  my  existence.  My  days  were 
spent  in  gloomy  forebodings  of  the 
future,  meditating  upon  the  difficul- 
ties of  obtaining  and  retaining  busi- 
ness. Nights,  my  mind  was  frequent- 
ly harassed  with  dismal  dreams  of 
failures  in  business,  persecution, 
hunger,  and  starvation.  Thus  passed 
many  an  unhappy  day,  how  often 
would  I think  while  in  those  gloomy 
moods,  that  if  I could  only  be 


placed  in  a pleasant,  lucrative  and 
respectable  practice,  my  greatest 
Earthly  desire  would  be  realized. 

And  I recollect  at  the  commence- 
ment of  my  studies  I would  look 
forward  to  my  examinations  and  the 
receipt  of  my  diploma,  at  being  of 
more  importance  than  all  things 
else,  that  when  that  was  gained,  the 
battle  was  won,  the  course  through 
life  thence  would  be  easy  and  with- 
out a care.  But  I find  that  if  we  are 
ever  so  fortunate  as  to  gain  these 
great  objects,  still,  there  is  something 
wanting,  and  there  is  yet  a vacuum, 
that  can  never  be  filled. 

Before  going  much  farther  I will 
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answer  those  questions  in  your  let- 
ter as  correctly  as  possible.  It  will 
not  be  in  my  power  to  answer  them 
all.  You  say  you  are  coming  West 
early  in  the  Spring — come,  of 
course,  when  you  please — But  if  I 
was  coming  West,  to  obtain  a loca- 
tion for  the  practice  of  medicine 
and  know  what  I now  know  I should 
by  all  means  manage  it  so  as  to  be 
here  at  the  time  the  sickness  com- 
mences, with  its  greatest  severity,  it 
is  then  that  our  best  practitioners 
want  young  partners,  for  they  are 
there  during  the  whole  season 
drove  with  business,  but  in  the 
winter  and  spring,  the  business  is 
limited  and  they  dislike  to  take  part- 
ners, it  is  also  a much  better  time  to 
get  into  business  for  yourself,  the 
time  to  be  here  in  my  opinion  is 
about  the  first  of  July.  I arrived 
here  about  the  last  of  August,  com- 
menced my  partnership  the  10th  of 
September,  was  much  too  late;  lost 
2 to  3 hundred  dollars  by  it.  Dr. 
Page  done  in  the  month  of  August 
alone  $400.  Dr.  Whiting  wrote  me 
that  he  had  charged  from  the  first 
of  July  to  the  middle  of  November, 
4V2  months,  $1200,  but  you  know 
that  has  been  an  unusually  good 
season  for  Drs.  You  are  but  a little 
more  liable,  if  any,  to  be  sick  by 
coming  in  the  sickly  season  than  if 
you  come  before  or  after.  You  must 
run  the  risk  of  being  sick,  anyway,  if 
come  West,  and  no  one  can  tell  you 
whether  you  will  or  will  not,  that  is 
the  only  objection  to  the  West.  You 
may  enjoy  much  better  health  here 
than  East,  and  you  may  not  do  as 
good.  There  are  enough  good 
openings,  some  on  the  Rock  River, 
some  near  here,  and  many  on  the 
Mississippi  River.  You  should  come 
prepared  to  look  about,  thinking  you 
would  do  well  to  visit  Dr.  Whiting, 
should  be  very  happy  to  see  you 
myself  and  would  do  all  I could  for 
you.  I had  a good  offer  to  go  in 
partnership  with  a Dr.  Whitney  of 
Belvidere,  he  has  yet  no  partner.  I 
preferred  Sycamore  as  there  is  less 
competition.  If  you  come  West  with 
the  idea  of  remaining,  bring  what 
you  will  want  with  you,  your  books, 
instruments,  medicines,  and  so 
forth,  as  you  can  leave  them  stored 
in  Chicago  with  but  little  expense, 
while  you  are  looking  about,  and  so 
when  you  are  settled  have  them  sent 
at  anytime  to  you.  I found  my  med- 


icine books,  instruments,  and  so 
forth  of  great  benefit  to  me  in 
obtaining  business.  Dr.  Whiting  was 
the  man  that  first  seriously  hinted 
to  me,  the  prosperity  of  trying  the 
West.  It  was  then  a new'  idea,  but 
being  as  I have  said  before  out  of 
business  and  in,  as  it  were,  a 
despairing  mood,  I grasped  at  the 
first  straw  that  presented  itself  and 
easily  made  preparations  for  a 
departure.  Dr.  Whiting  shall  always 
have  my  sincerest  thanks  for  encour- 
aging me  to  do  something  for 
myself,  but  more  particularly  for 
urging  me  to  try  the  West.  My  antic- 
ipations in  regard  to  the  West  have 
been  more  than  realized,  the  county 
is  more  beautiful,  people  more 
intelligent  and  hospitable,  and  by 
far  more  sickness,  and  of  course  the 
practice  is  decidedly  lucrative.  The 
first  fortnight  of  my  partnership 
with  Page  I averaged  alone,  (he 
being  sick  with  bilious  fever)  $9.50 
per  day.  It  was  when  there  was  the 
most  sickness.  This  you  need  not 
mention  to  anyone — it  was  a very 
good  start  for  a beginner;  better  than 
to  lay  in  old  Fairfield  and  gradually 
decompose.  I will  now  mention  some 
of  the  advantages  of  Western  prac- 
tice. First,  our  epidemics:  Ague, 
chillfever.  Congestive  fever,  and 
Bilious  fevers,  come  mostly  when 
the  roads  are  beautiful  and  the 
weather  delightful,  differing  from 
the  East  where  we  have  to  work  our 
passage  by  shoveling  snowdrifts.  Sec- 
ond, the  pay  is  nearly  all  good. 
Nearly  all  are  landholders,  and  the 
poorest  raise  some  wheat.  We 
receive  but  very  little  cash  down, 
but  we  take  Notes  immediately  after 
dismissing  a patient,  and  they  are 
most  all  good  in  a year’s  time. 
Third,  there  is  some  pleasure  in  the 
practice  from  the  fact  that  we  can 
generally  help  our  patient  immedi- 
ately. We  seldom  visit  a common 
case  more  than  once.  You  know 
Quinine  is  a medicine  of  great  pow- 
er in  our  Western  summer  diseases. 
In  regard  to  the  pay,  I told  you  it  is 
not  cash  but  with  notes  you  can  pay 
your  board  bill.  Can  purchase  a 
good  horse  on  time  in  the  country 
for  $50,  and  for  $30  cash  in  Chica- 
go, at  auction.  For  my  horse,  a 
beautiful  one,  I paid  $65,  for  my 
sulky  $50,  for  fine  harness,  saddle 
and  bridle  $22.  You  can  get  board 
and  lodging  in  the  country  for 


$1.25  and  in  the  Villages  for  about 
$2.  I pay  $2.50  per  week  for  my 
board  and  lodging  and  horse  sta- 
bling, find  my  own  grain,  oats  and 
corn  in  the  ear  are  \ per  bush- 
el. I board  at  the  Hotel  and  never 
had  better  board.  You  had  better, 
by  all  means,  send  to  New  York  for 
at  least  $20.00  worth  of  Quinine, 
and  two  pounds  of  Calomel,  and 
as  much  blue  mass.  You  will  save 
half  on  expensive  medicines  by  so 
doing.  We  have  used  nine  bottles  of 
Quinine  since  I have  been  here.  As 
it  respects  a drugstore,  it  would  be 
firstrate,  if  the  individual  had  capi- 
tal to  do  a credit  business.  Cash 
business  would  do  nothing.  You 
had  better  bring  what  instruments 
and  books  you  will  need  for  you  can 
buy  them  cheaper  East,  and  a better 
variety,  and  you  will  have  to  pay 
cash  for  them  here,  I would  lay  out 
but  little  for  instruments,  as  there  is 
but  very  little  use  for  them  here.  We 
have  had  but  an  inch  or  two  of 
snow,  and  until  a week  past  it  has 
been  quite  warm,  it  is  now  very 
cold,  thermometer  ranging  for  a 
few  days  past  12°  below  Zero.  My 
medicine  case  answered  an  admira- 
ble purpose,  use  one  of  the  other 
large  boxes  for  Quinine.  You  speak 
of  Michigan,  there  are  undoubtedly 
good  openings  there,  but  I don’t 
like  the  state  as  well  as  Illinois.  You 
are  misinformed  in  regard  to  the 
health  at  Galena,  it  has  been  very 
sickly  there,  and  in  fact  throughout 
the  Western  Country  and  never  has 
been  known  more  so.  The  society  at 
Galena  and  the  lead  mines  about,  is 
without  doubt  some  of  it  very  bad, 
as  it  is  a general  resort  for  black  legs. 
Around  here  the  society  is  mostly  of 
young  married  people  and  that  is 
excellent. 

The  diseases  we  have  to  treat 
here  in  the  winter  are  very  similar  to 
our  Eastern  Winter  complaints. 
With  the  exception  of  Bilious  Pneu- 
monia, that  is  a very  severe  disease 
here,  have  just  returned  from  a ride 
of  13  miles,  found  my  patient 
severely  attacked  with  Bilious  Pneu- 
monia and  acute  inflammation  of 
the  kidneys.  We  have  had  cases  of 
croup,  mumps,  tonsillitis,  rheuma- 
tism, pleurisy,  inflammation  of  the 
brain,  and  bowels,  and  in  fact  all  the 
inflammatory  diseases  of  the  East.  I 
wonder  where  Dr.  Sweet  calculates 
to  go,  give  him  my  respects. 
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There  is  but  little  necessity  for  a 
man  to  be  married  here  in  order  to 
get  business,  the  people  have 
become  accustomed  to  employing 
unmarried  men.  Most  of  the  physi- 
cians in  these  parts  are  unmarried 
men;  but  it  is  very  easy  for  a man  to 
obtain  a good  wife  if  he  should 
chance  to  want  one,  even  in  this 
country.  Selby  had  been  but  a short 
time  out  of  jail  when  I was  there,  he 
was  regaining  some  of  his  old  prac- 
tice, and  I should  not  be  much 
surprised  if  he  should  outlive  it  and 
still  do  well  there.  You  ask  what  it 
cost  me  to  get  where  I am,  that 
would  be  no  criterion  for  you,  as  it 
cost  me  about  double  what  it  would 
have  if  1 had  not  made  so  many 
stops.  If  you  please,  you  can  get 


here  for  a trifle,  take  a packetboat 
from  Little  Falls  to  Buffalo,  and  a 
steerage  passage  from  thence  to 
Chicago,  or  you  may  go  on  a (Pno- 
pellas),  in  that  way  it  would  not  cost 
you  over  $5  and  it  would  not  as 
much  next  season  from  Buffalo  to 
Chicago.  From  Chicago  the  travel- 
ing is  very  cheaply  staged  all  over 
the  states.  As  you  might  purchase  a 
horse  in  Chicago  and  in  doing  trav- 
eling on  horseback.  As  the  propri- 
ety of  your  coming  West,  I can  say 
nothing,  nor  give  no  advice,  but  can 
say  this,  that  if  you  could  be  insured 
of  health,  you  could  do  by  far  better 
here  than  you  can  East,  and  you 
may  stand  as  good  a chance  as 
anyone  for  that.  Remember  me  to 
Walter  and  tell  him  I should  be  very 


happy  to  see  him  with  you  at  Syca- 
more. My  particular  respects  to 
Mrs.  Chassill  and  family.  If  you  see 
Ma  or  Martha,  tell  them  I am  still  in 
perfect  health.  Should  be  glad  to 
hear  from  you  any  time. 

Yours  truly, 

O.  M.  Bryan 


John  W.  Ovitz,  Jr.,  M.D.,  is  tlie  great-grand- 
son of  Orlando  M,  Bryan,  M.D.  Board  certi- 
fied in  family  practice,  Dr.  Ovitz  is  affiliated 
with  the  Sycamore  Hospital,  Sycamore.  He 
has  been  an  ISMS  delegate  from  DeKalb 
County  since  1968. 


PRESTIGIOUS  OFFICE  SPACE  NOW  AVAILABLE  IN 
BEAUTIFUL  OAKBROOK  CENTER! 

The  most  outstanding  location  in  the  western  suburbs — for  either  professional  offices  or 
corporate  use.  Three  uniquely  designed  buildings  within  Oakbrook  Center’s 
beautifully  landscaped  environment. 

Oakbrook  East  * Oakbrook  North*  Professional  Building 

For  leiising  information,  contact; 

Professional  Building/UIDC  Management,  Co./573-0700 

Oakbrook  East  or  Oakbrook  North 
Draper  and  Kramer,  Incorporated/575-5340 
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Maximize 
your  lifetime 
investment.  ^ 

Call  Med  identic 
Practice  Sales 
when  its  time  to 
sell  your  practice. 


Chances  are  you  know 
MEDIDENTIC  Ino.  as  the  quality 
I management  consultants  to 
health  oare  professionals,  In 
I providing  business  services  to 
I physicians  over  the  past  30 
i years,  we  have  often  been 
asked  to  perform  the  ultimate 
servioe:  to  sell  the  practice. 

We  know  what's  involved, 
and  you  can  benefit  from 
our  expertise. 

Medidentic 
Practice 
Sales 


Our  relationships  with 
thousands  of  health  oare  pro- 
fessionals and  our  reputation 
for  qualit/  service  assure  you 
of  maximum  exposure  to  the 
marketplace.  We'll  provide 
a realistic  appraisal  and  an 
aggressive  search  tor  an  appro- 
priate buyer.  (Buyer  inquiries  are, 
of  course,  invited.)  Call  Dennis 
Anderson  at  696-0220,  or  use 
the  coupon.  Confidentiality  is 
guaranteed. 

1 

To  the  attention  of  Dennis  Anderson  |MJ 

Medidentic  Practice  Sales  I 

460  S,  Northwest  Highway  Park  Ridge,  IL  60068  I 

□ Please  call  for  an  appointment,  . 

I am  interested  in  □ selling  □ buying  a practice.  1 

Name | 

Address | 

City State Zip . 


460  South  Northwest  Highway 
Park  Ridge,  IL  60068 
3'l2-696-0220 


I Telephone I 

I I AM  INTERESTED  IN  OTHER  MEDIDENTIC  SERVICES  | 

I □ Accounting  and  Income  Tax  Services  □ Computer  Billing  I 

I □ Retirement  Plan  Administration  □ Practice  Management  | 


PULSE  OF  THE  ISMS  AUXILIARY 


Our  Focus 
is  on  You 


By  Sherry  Betsill  (Mrs.  Wesley),  I SMS  A President 


The  following  address  was  given  by  Mrs.  Betsill  upon  her  installation 
as  president  of  the  ISMS  A on  April  22,  1988. 


As  we  celebrate  our  sixtieth  anni- 
versary, I want  to  take  a few 
moments  to  reflect  on  our  past.  In 
1928  when  this  organization  was 
formed,  its  primary  function  was 
“to  assist  in  establishing  a closer 
feeling  and  a better  understanding 
between  the  medical  profession  and 
the  general  public;  and  further, 
through  the  auxiliary,  leverage  can 
be  brought  to  bear  to  secure  legisla- 
tion that  will  be  beneficial  to  public 
welfare  and  against  the  handicap- 
ping laws  now  being  urged.”  I’m 
not  sure  which  handicapping  laws 
they  were  working  against  in  1928, 
but  I do  know  that  today  we  are 
faced  with  proposed  legislation  that 
may  drastically  change  the  practice 
of  medicine.  Mandatory  Medicare 
assignment,  malpractice,  and  now 
possibly  euthanasia  are  important 
legislative  issues.  (The  Hemlock 
Society  in  California  is  trying  to  get 
a referendum  on  the  November 
ballot  making  euthanasia  a legal 
option.) 


As  the  practices  of  our  physician 
spouses  change,  our  attitudes  to 
these  changes  must  keep  pace.  We 
as  auxilians  have  a responsibility  to 
be  as  informed  as  we  possibly  can  be 
about  the  current  issues  facing  the 
medical  profession  today. 

As  a state  organization  we  try 
diligently  to  educate  our  members. 
This  is  done  in  a variety  of  ways: 
district  meetings  are  held  through- 
out the  state;  mini-workshops  that 
deal  with  problems  indigenous  to 
that  area  are  presented;  a statewide 
Fall  Conference  is  held;  and  we 
publish  a newsletter  four  times  a 
year. 

In  addition,  as  members  of  the 
American  Medical  Association  Aux- 
iliary, leadership  training  confer- 
ences are  held  twice  a year  for 
future  leaders  of  county  auxiliaries. 
FACETS,  a magazine  that  informs 
members  about  changes  in  the  med- 
ical profession  and  the  many  health 
concerns  facing  them,  is  published 
six  times  a year.  Many  additional 


publications  are  available  free  to 
auxilians  from  the  AMAA’s  excel- 
lent media  resource  department. 

It  is  hard  for  me  to  believe  that  in 
just  twelve  years  we  will  enter  the 
21st  century.  As  an  organization, 
we  should  be  proud  of  our  past 
accomplishments  and  look  forward 
to  the  challenges  that  lie  ahead. 

Forty  years  ago  polio  was  a 
dreaded  disease.  Today  it  is  a dis- 
ease of  the  past.  Today  we  are 
confronted  with  the  Acquired 
Immune  Deficiency  Syndrome 
(AIDS).  Let  us  hope  that  in  forty 
years  this,  too,  also  be  a disease  of 
the  past. 

Every  day  our  children  are  facing 
decisions  that  will  effect  their  lives. 
Drug  abuse,  suicide,  pregnancy,  the 
use  of  alcohol,  smoking — these  are 
some  of  the  health  problems  facing 
young  people  today.  Education  is 
the  key  for  combating  these  issues. 

My  theme  for  this  year  is,  “Auxil- 
iary— The  Eocus  is  on  You.”  In  the 
health  projects  area  we  will  contin- 
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ue  our  focus  on  tlie  adolescent 
health  initiative.  Three  years  ago  we 
focused  on  teenage  suicide  by  pre- 
senting a seminar  dealing  with  this 
devastating  topic.  Several  of  our 
county  auxiliaries  are  now  involved 
with  teenage  suicide  programs  in 
their  local  school  districts.  This  past 
year  we  presented  an  adolescent 
health  seminar.  We  videotaped  this 
seminar  and  are  making  the  tapes 
available  to  any  of  our  county  auxil- 
iaries. This  year  we  will  focus  on 
drug  and  alcohol  abuse. 

Although  young  people  are  our 
future,  we  must  not  forget  the  fast- 
est growing  segment  of  our  popula- 
tion, the  elderly.  Those  of  us  who 
are  reaching  the  point  when  our 
children  are  self-sufficient  may  be 
faced  with  the  care  of  aging  par- 
ents. This  past  year  we  purchased  a 
video,  “Sit  and  Be  Fit,”  that  can  be 
used  in  the  care  of  nursing  home 
patients.  One  of  these  was  given  to 
each  of  our  county  auxiliaries.  This 
year  we  will  present  a program  on 
dealing  with  a person  with  Alzheim- 
er’s disease. 

We  will  also  focus  on  member- 
ship. Our  membership  has  been 
dwindling  for  the  past  several  years 
and  we  need  to  examine  the  reasons 
behind  this  decline.  Our  potential 
membership  is  drastically  changing; 
it  is  projected  that  by  the  year  2000, 
50%  of  medical  school  graduates 
will  be  women.  Male  spouses  must 
be  encouraged  to  join  this  organiza- 
tion. Female  spouses  are  re-enter- 
ing the  work  force  or  are  continu- 
ing to  work;  they  must  be  encour- 
aged to  join  our  organization. 
Graduates  from  medical  schools 
outside  of  the  United  States  are 
ever-increasing  in  numbers;  we 
must  encourage  their  spouses  to 
join. 

The  Auxiliary  is  highly  visible  in 
communities  throughout  our  state 
promoting  health  projects,  spon- 
soring education  programs  in  their 
schools,  or  lobbying  legislators.  My 
challenge  to  you  is  to  recruit  one 
new  member  to  our  organization.  If 
you  can  accomplish  this,  we  will 
have  strength  in  numbers  and  will 
be  able  to  accomplish  any  task.  i 


- MARINE  ~ 

BROKERSc^ 


MARINE 

CONSULTANTS 


2275  HALF  DAY  ROAD,  SUITE  350 
BANNOCKBURN,  IL  60015 

(312)  945-8001  1-800-458-8138 
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Hiring  a 

Medical  Assistant 


By  Lesa  B.  Hildebrand,  Ed.M.,  CMA-C 


The  medical  assisting  profession  is 
expected  to  increase  significantly 
throughout  the  next  decade. 
Sources  are  available  to  enable  phy- 
sicians to  carefully  choose  compe- 
tent employees. 

One  excellent  source  for  a physi- 
cian to  utilize  in  seeking  a compe- 
tent employee  is  the  American 
Association  of  Medical  Assistants. 
This  professional  organization,  with 
national  headquarters  in  Chicago, 
can  provide  information  about 
medical  assistants,  put  you  in  touch 
with  local  people  who  can  help 
advertise  your  position,  and  explain 
the  requirements  needed  to  gradu- 
ate from  a CAHEA-accredited 
(Committee  on  Allied  Health  Edu- 
cation and  Accreditation)  medical 
assisting  program. 

In  addition,  physician-employers 
may  phone  any  of  the  four  Illinois 
program  coordinators  and  advertise 
the  position  at  their  institution: 
Lesa  Hildebrand,  Ed.M.,  CMA-C, 
Triton  College  (312)  456-0300, 
extension  293  or  438;  Vera  Davis, 
R.N.,  CMA,  Harper  College 
(312)  397-3000;  Rose  Hall,  RN, 
CMA-AC,  Belleville  Area  College 
(618)  235-2700;  and  Judith  Mar- 
shall, MT,  CMA-C,  Robert  Morse 


(217)  357-2121. 

Once  you  have  inquiries  from 
interested  graduates  of  the  above 
programs  or  other  applicants,  it  is 
important  to  investigate  the  extent 
of  the  medical  assistant’s  training 
and  relevant  work  experience. 

Sample  questions  you  might  con- 
sider would  be: 

1 . Is  this  applicant  a certified 
medical  assistant  (CMA),  or 
planning  to  become  one? 

2.  Is  this  medical  assistant  active 
in  the  American  Association 
of  Medical  Assistants  and 
keeping  abreast  of  the  con- 
tinuing education  offered  to 
both  members  and  non-mem- 
bers? 

3.  Is  this  individual  qualified  to 
perform  both  clinical  and 
administrative  tasks? 

4.  Does  this  applicant  hold  a 
current  first  aid  and  CPR  cer- 
tificate? 

5.  If  the  applicant  is  a CAHEA- 
accredited  program  graduate, 
where  did  she/he  extern,  and 
what  skills  were  utilized  at 
these  facilities? 

6.  Does  this  individual  appear  to 
be  a personable  employee 
who  will  foster  the  goodwill  of 


patients? 

The  aforementioned  program 
coordinators  would  be  able  to  fur- 
nish you  with  a current  salary  range 
received  by  their  graduates.  An 
optimal  time  to  secure  an  employee 
would  be  the  end  of  May,  when 
most  of  the  accredited  programs 
conclude.  In  addition,  all  of  these 
accredited  medical  assisting  pro- 
grams provide  an  externship  for 
students.  You  may  be  interested  in 
offering  your  facility  as  an  extern- 
ship  site.  This  would  enable  a stu- 
dent to  utilize  skills  gained  from  the 
program  and,  upon  graduation, 
become  an  excellent  employee  who 
is  acclimated  to  your  working  envi- 
ronment. 

Eor  further  information  regard- 
ing the  Illinois  Society  of  Medical 
Assistants  and/or  the  hiring  of  a 
medical  assistant,  please  contact: 
Cheryl  Hutchison,  CMA,  president, 
53  Lockhaven,  Granite  City,  IL 
62040,  or  public  relations  co-chair- 
persons: Lesa  Hildebrand,  Ed.M., 
CMA-C,  Triton  College,  2000  Fifth 
Avenue,  River  Grove,  IL  601 71,  or 
Lucille  Perce,  CMA-G,  22W  384 
Teakwood  Drive,  Glen  Ellyn,  IL 
60137. 
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Over-the-phone-consultations. 
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Free. 


<aP!RN 

PHYSICIAN  RESOURCE  NETWORK® 
1 • 8 0 0 • 4 7 2 • 3 6 6 0 


MEDICAL  NEWS 

Eugene  Rogers,  M.D.,  F.A.C.P.,  Contributing  Editor 


Chronic  exposure  to  sunlight  may  result  in  a prema- 
lignant  lesion  of  the  lower  lip,  actinic  cheilitis.  Many 
treatments  have  been  used  and  the  authors  suggest  the 
best  may  be  the  CO2  laser  under  local  anesthesia.  It  is 
associated  with  remarkably  low  morbidity,  especially  in 
comparison  with  vermilionectomy.  This  is  because 
vaporization  is  limited  to  diseased  tissues,  the  mucosal 
epithelium,  and  the  very  superhcial  dermis.  (Stanley, 
R.,  Roenigk,  R.  Mayo  Clin  Proc  63:3,  230-5,  1988) 


Complications  and  the  interval  between  complica- 
tion and  cardiac  pacemaker  implantation  were  evaluat- 
ed in  100  consecutive  patients  in  1985.  Two  patients 
each  experienced  pneumothorax  and  ventricular  lead 
dislodgements,  one  had  atrial  lead  dislodgement  and 
one  had  cardiac  tamponade.  Within  24  to  72  hours, 
one  experienced  tachycardia,  hve  had  atrial  failure,  two 
had  pacemaker  tachycardia,  and  one  experienced  ven- 
tricular oversensing.  Ambulatory  pacemaker  implanta- 
tion may  be  possible  in  a select  subgroup  of  patients;  a 
24-hour  stay  appears  safer  with  subsequent  outpatient 
follow-up.  (Hayes,  D.,  et  aL,  Mayo  Clin  Proc  63:3, 
236-240,  1988) 


Statistical  analyses  for  breast  cancer  screening  in 
women  between  ages  40-49  revealed  a general  inci- 
dence of  128/10,000  chance  of  having  breast  cancer 
within  that  10-year  span,  and  of  these,  82/10,000 
would  die  of  breast  cancer.  Adding  mammograms  to 
annual  physicals  would  reduce  the  probability  of  death 
to  approximately  60  in  10,000,  or  about  a 26%  reduc- 
tion. The  risk  of  radiation-induced  cancer  from  mam- 
mography for  10  years  is  1:10,000  and  the  risk  of 
surgery  for  noncancerous  lesion  is  1:10.  If  25%  of 
women  in  this  age  group  were  screened  annually,  1,569 
late  stage  breast  cancers  would  be  prevented  by  the 
year  2000.  The  tests  and  treatment  would  approximate 
$408  million.  Treatment  costs  would  decrease  by 
approximately  $6  million,  leaving  a net  cost  in  the  year 
2000  of  about  $402  million.  (Eddy,  D.  et  al.,  JAMA 
259:10,  1512-19,  1988.) 


Amitriptyline  appears  a most  useful  adjunct  for 
treatment  of  nondirected  agitation  in  traumatic  brain 
injury.  Approximately  30%  of  patients  recovering  from 
traumatic  brain  injury  exhibit  agitation.  Forty-three 
males  and  15  female  patients  with  a recent  severe  brain 
injury  were  admitted  for  rehabilitation  in  a convention- 
ally-structured  program.  Twenty  of  these  patients  had 
severe  agitation  impeding  rehabilitation.  Within  seven 
days  of  initiation  of  amitriptyline,  12  of  17  patients 
with  severe  posttraumatic  amnesia  had  a dramatic 
decrease  in  agitation.  (Mysiw,  W.,  et  al.:  Am  J Phys  Med 
Rehabil  67:1,  29-33,  1988) 


Subarachnoid  hemorrhages  were  induced  in  mon- 
keys; widespread  vasospasm  was  observed  on  angiogra- 
phy 5-6  days  later.  Diltiazem  was  given  48  hours  prior 
to  the  experimental  subarachnoid  hemorrhage.  In  vitro 
examinations  of  the  cerebral  arteries  in  this  treated 
group  compared  to  the  untreated  group  showed  only 
minimal  functional  changes  in  the  vascular  smooth 
muscle  cells,  lesser  arterial  wall  stiffness  and  contractil- 
ity. Diltiazem  appeared  to  act  on  the  cerebrovascular 
smooth  muscles  in  lower  concentrations  than  on 
smooth  muscles  in  other  vascular  beds.  Interfering  with 
calcium  entry  through  receptor-operated  and  potential 
sensitive  channels  may  protect  against  calcium-induced 
cell  death.  (Bevan,  R.,  et  al.:  Stroke  19:1,  73-79  1988) 


The  rehabilitation  outcome  in  strokes  was  greatly 
influenced  by  the  frequently-associated  cardiac  pathol- 
ogies. One-hundred-thirty-two  patients  with  a first 
thrombotic  or  embolic  stroke  showed  an  incidence  of 
61  cases  (46%)  of  coronary  artery  disease,  and  16  of 
these  had  congestive  heart  failure.  Patients  with  coro- 
nary artery  disease  did  least  well  at  rolling,  moving  in 
bed,  transferring  from  wheelchair  to  bed,  and  in 
walking.  Patients  with  congestive  heart  failure  experi- 
enced three  times  as  many  cardiac  complications,  and 
were  adversely  affected  in  overall  function,  mobility 
and  the  potential  for  rehabilitation.  (Roth,  E.,  et  al.: 
Stroke  19:1,  42-47,  1988) 


Glyburide  and  NPH  insulin  were  compared  in 
patients  with  non-insulin  dependent  diabetes  mellitus. 
Similar  improvements  were  noted  in  fasting  blood 
glucose  levels,  hemoglobin  Ajc  concentrations,  and 
frequency  of  mild  hypoglycemia.  The  triglyceride  and 
cholesterol  levels  were  decreased  on  both  regimens, 
but  the  insulin-treated  group  showed  higher  levels  of 
high  density  lipoprotein  cholesterol  and  a higher  ratio 
of  high-density  lipoprotein  to  total  cholesterol.  (Na- 
than, D.,  et  al.:  Ann  Int  Med  108:3,  334-340,  1988) 


Long  term  effects  on  blood  cholesterol  levels  of  diet, 
niacin,  and/or  probucol  were  evaluated  on  37  patients 
with  hypercholesterolemia  and  severe  atherosclerosis. 
Dieters  showed  an  average  drop  in  their  cholesterol 
levels  from  336mg/dL  to  279,  but  this  level  could  not 
be  maintained.  The  addition  of  niacin  reduced  the 
cholesterol  levels  to  240mg/dL,  but  was  maintained  in 
only  seven  of  37  patients.  Nineteen  of  37  patients  on 
diet,  niacin,  and  probucol  achieved  blood  cholesterol 
levels  of  201,  which  were  maintained  by  1 1 of  the  19 
patients.  (Cohen,  L.,  Morgan,  J.:  J of  Fam  Pract  26:2, 
145-150,  1988)  i 
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THE  GRADIKTE  SCHOOLED 

707  South  Wood  Street  • Chicago,  Illinois,  60612 


OF 

MEDICINE 


AMA  Accredited 


July — September,  1988 

Fiberoptic  Colonoscopy 

July  6-8,  1988 

Fiberoptic  Esophagogastric  Endoscopy 

July  1M3,  1988 

Specialty  Review  in  Pediatrics 

July  17-23,  1988 

Specialty  Review  in  Emergency  Medicine 

July  25-30,  1988 

Specialty  Review  in  Internal  Medicine 

July  31 -August  7,  1988 

Specialty  Review  in  Surgical  Critical  Care 

August  15-19,  1988 

Specialty  Review  in  General  Surgery,  Part  I 

August  22-September  2,  1988 

Gynecologic  Surgical  Techniques 

August  25-27,  1988 

Specialty  Review  in  Dermatology 

September  19-24,  1988 

Specialty  Review  in  Hematology 

September  26-30,  1988 

Specialty  Review  in  Infectious  Disease 

September  26-30,  1988 

Specialty  Review  in  Pulmonary  Disease 

September  26-30,  1988 


CALL  TOLL-FREE  TODAY! 

Toll-free:  (800)  621-4651  • In  Illinois:  (800)  621-4649 


MASTERS  OF  SCIENCE  IN  HEALTH  LAW 

AT 

LOYOLA  UNIVERSITY  OF  CHICAGO 
SCHOOL  OF  LAW 


To  meet  the  growing  challenges  of  law  and 
regulation  Loyola  University  of  Chicago  School  of 
Law  designed  a unique  graduate  degree  program,  the 
M.S.  in  Health  Law.  This  masters  program,  the  first 
of  its  kind  in  the  nation,  provides  physicians  and 
other  health  professionals  with  a foundation  in  core 
legal  subjects  and  an  in-depth  exposure  to  a wide 
range  of  health  law  topics.  The  32  credit  program  is 
ideal  for  individuals  with  strong  clinical  or  adminis- 
trative backgrounds.  Applications  are  being  accept- 
ed until  April  1,  1988  for  the  third  M.S.  class.  For 
further  information,  please  call  or  write: 


The  Institute  for  Health  Law 
Loyola  University  School  of  Law 
One  East  Pearson  St. 

Box  124 

Chicago,  IL  606 1 1 
(312)  670-6608 


Illinois  Hearing  Aid  Society 

MEMBERS  CERTIFIED  BY  THE  STATE  OF  ILLINOIS 


Statement  of  Intent 


1 . TO  FOSTER  CONTE^iUING  EDUCATION  with  emphasis  on  uniform 
testable  benefits  with  the  use  of  selective  amplification. 

2.  TO  ENHANCE  AURAL  REHABILITATION  of  the  hearing  impaired. 

3.  TO  ASSIST  HEARING  INSTRUMENT  MANUFACTURERS 

with  the  development  of  improved  noise  reduction  circuitry  to  eliminate 
unnecessary  background  noise. 


TELEPHONE  312-939-6195- 


Dedicated  To  The  Professional  Care  of  Your  Patients 
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PHYSICIAN  RECRUITMENT 
PROGRAM 


In  an  effort  to  reduce  the  n umber  of  towns  in  Illinois  needing  physicians, 
the  Physician  Recruitment  Program  and  the  Doctor's  Job  Fair  are  publishing 
synopses  in  Journal. 

Physicians  who  are  seeking  a place  to  practice  or  who  know  of  any 
out-of-state  physicians  seeking  an  Illinois  residence  are  asked  to  notify  the 
program. 

Any  areas  wishing  to  be  listed  should  contact:  Physician  Recruitment 
Program,  ISMS,  Twenty  North  Michigan  Avenue,  Suite  700,  Chicago  Illinois 
60602. 


ALTON: 

Population  in  St.  Louis  metro  area 
is  over  2 million.  Located  25  miles 
from  downtown  St.  Louis.  Four 
community  hospitals  available  for 
staff  privileges.  Opportunities  for 
internal  medicine,  cardiology,  neu- 
rology, gastroenterology,  pediat- 
rics, oncology,  and  anesthesiology. 
Fully  equipped  offices  available. 
Scheduled  hours,  free  rent,  staff 
salary  support,  marketing  assis- 
tance, partnership  shares  are  avail- 
able and  attractive  income  support 
arrangements.  Contact  Jan  C.  Vest, 
Administrator,  Doctors  Clinic,  Al- 
ton, Illinois  (618)  474-8000  or  800- 
325-3571.  (6) 


CRYSTAL  LAKE: 

Population  20,000.  Three  board 
certified  family  practitioners,  losing 
an  associate  July,  1988.  Service 
area — 35,000.  Community  offers 
fine  opportunity  for  fulfilling  medi- 
cal practitioner,  numerous  cultural, 
recreational  facilities,  good  family 
life.  Contact:  John  Wall,  280  Vir- 
ginia, Crystal  Lake,  60014  (815) 
459-2678  (6) 


FLORA: 

Small,  progressive  hospital  in 
Southern  Illinois  seeks  general  sur- 
geon. Beautiful  small  town,  scenic 


area,  yet  only  an  hour’s  drive  from 
major  metropolitan  areas.  Financial 
assistance  and  office  space  avail- 
able. As  the  only  general  surgeon  in 
the  community,  you  would  be 
assured  of  a lucrative  practice,  plus 
a real  challenge.  Contact:  John  E. 
Monnahan,  Administrator,  Clay 
County  Hospital,  700  North  Mill, 
Flora,  IL  62839;  (618)  662-2131, 
ext.  228.  (7) 


MACOMB: 

Chief  of  staff.  Western  Illinois  Uni- 
versity is  accepting  applications  for 
medical  chief  of  staff  at  its  Health 
Center.  This  is  a 12  month  position 
in  a multi-faceted  outpatient  clinic 
serving  11,000  students.  Starting 
date  July  1,  1988.  Salary  competi- 
tive and  commensurate  with  experi- 
ence. Excellent  fringe  benefits,  mal- 
practice paid.  A letter  of  applica- 
tion along  with  a curriculum  vitae 
and  three  references  should  be  for- 
warded to:  Mr.  Earl  Bracey,  Chair- 
man, Search  Committee  for  Medi- 
cal Chief  of  Staff,  315  Sherman 
Hall,  W.I.U.,  Macomb,  IL  61455. 
Ethnic  minorities,  women  and 
handicapped  persons  are  encour- 
aged to  apply.  (6) 

MACOMB: 

Seeking  physician  for  full-time  posi- 


tion in  emergency  room  of  commu- 
nity hospital  with  1 1,000/yr  ER  vis- 
its. This  modern  155-bed  level  II 
trauma  and  poison  control  center 
has  excellent  specialty  backup  and 
maintains  a 24hr.-ER  and  paramed- 
ic ambulance  system.  Services  area 
covering  40,000  patients.  Located 
in  Macomb,  just  80  miles  northwest 
of  Springfield.  This  university  town 
offers  excellent  cultural,  education- 
al, and  recreational  opportunities. 
A comfortable,  “safe”  Hmily  com- 
munity. Attractive  compensation 
based  on  48-hour  week  plus  mal- 
practice and  benefit  package  pro- 
vided. Send  CV  to  George  Rood- 
house,  D.O.,  McDonough  District 
Hospital,  525  E.  Grant,  Macomb, 
IL  61455.  (7) 


ROBINSON: 

OB/GYN:  BC/BE  needed  in  family 
oriented  community  with  a drawing 
area  of  25,000.  Progressive  JCAH 
approved  107  bed  hospital.  Excel- 
lent medical  staff.  Highly  competi- 
tive compensation  package  includ- 
ing income,  office  space,  personnel, 
etc.  Excellent  opportunity  for  GYN 
Surgery.  Hospital  located  in  South- 
ern Illinois  near  large  referral  cen- 
ters, shopping  centers.  Contact:  M. 
Jean  Chambless,  Administrator, 
Crawford  Memorial  Hospital,  Rob- 
inson, Illinois  62454  (6) 
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The  benefit  of  antianglnal 
protection  plus  safety... 


CJUUMZEM:  AFUUBIUFE 


diltiozem  HCI/Marion 


A remarkable  safety  profile'^ 

The  low  incidence  of  side  effects  with  Cardizem  allows  patients  to  feel  belter 


Prateetion  against  angina  attaeks'  ^ ^^ 

The  predictable  efficacy  of  Cardizem  in  stable  exedional*  and  vasospastic 
angina  allows  patients  to  do  more. 

A deerease  in  myoeardial  oxygen  demand 

Resulting  from  a lowered  heart  rate-blaad  pressure  product  ^ 

Compatible  edth  other  antianginals*^ 

Safe  In  angina  edth  eoexisting  hypertension, 
COPD,  asthma,  or  PVD’^^^ 

*CARDIZEM  ’ (diltiozem  HCI)  is  indicated  in  ttie  treatment  of  angina  pectoris  due  to  coronary  artery  spasm  and  in  the 
management  of  chronic  stable  angina  (classic  effort-associated  angina)  in  patients  who  cannot  tolerate  therapy  with 
txia-blockers  and/or  nitrates  or  who  remain  symptomatic  despite  adequate  doses  of  these  agents 

'See  Warnings  and  Precautions 

Please  see  brief  summary  of  prescribing  information  on  the  next  page 
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tamiTar  JumAMeuuu.  protectiom 

dKazem  HCI/Maitm  PUIS  SAFETY 


Usual  maintenance  dosage  range:  180-360  mg/day 


BRIEF  SUMMARY 

Professional  Use  Information 

CARDIZEM® 

Idiltiaiem  HCIj 

30  mg.  60  mg.  90  mg.  and  120  mg  Tablets 

CONTRAINDICA  TIONS 

CARDtZEM  IS  contraindicated  In  (1)  patients  with  sick  sinus 
syndrome  except  in  the  presence  of  a functioning  ventricular 
pacemaker.  (2)  patients  with  second-  or  third-degree  AV block 
except  in  the  presence  of  a functioning  ventricular  pacemaker.  (3) 
patients  with  hypotension  (less  than  90  mm  Hg  systolic),  and  (4) 
patients  who  have  demonstrated  hypersensitivity  to  the  drug 
WARNINGS 

1 Cardiac  Conduction.  CARDIZEM  prolongs  AY  node 
refractory  periods  without  significantly  prolonging  sinus 
node  recovery  time,  except  in  patients  with  sick  sinus 
syndrome  This  effect  may  rarely  result  in  abnormally  slow 
heart  rales  Iparticularly  in  patients  with  sick  sinus 
syndrome)  or  second-  or  third-degree  A V block  (six  of  1.243 
patients  Ior048°/o).  Concomitant  use  ofdiltiazem  with 
beta-blockers  or  digitalis  may  result  in  additive  effects  on 
cardiac  conduction  A patient  with  Prinzmetal's  angina 
developed  periods  of  asystole  (2  to  5 seconds)  after  a 
single  dose  of  60  mg  of  dilliazem 

2 Congestive  Heart  Failure.  Although  diltiazem  has  a 
negative  inotropic  effect  in  Isolated  animal  tissue 
preparations,  hemodynamic  studies  in  humans  with 
normal  ventricular  function  have  not  shown  a reduction 
in  cardiac  index  nor  consistent  negative  effects  on 
contractility  (dp/dt)  Experience  with  the  use  of  CARDIZEM 
alone  or  in  combination  with  beta-blockers  in  patients 
with  impaired  ventricular  function  is  very  limited  Caution 
should  be  exercised  when  using  the  drug  in  such  patients. 

3.  Hypotension.  Decreases  in  blood  pressure  associated 
with  CARDIZEM  therapy  may  occasionally  result  in 
symptomatic  hypotension. 

4 Acute  Hepeltc  Injury.  In  rare  instances,  significant 
elevations  in  enzymes  such  as  alkaline  phosphatase.  LDH. 
SCOT.  SGPT.  and  other  phenomena  consistent  with  acute 
hepatic  ihjury  have  been  noted  These  reactions  have 
been  reversible  upon  discontinuation  of  drug  therapy  The 
relationship  to  CARDIZEM  is  uncertain  in  most  cases,  but 
probable  in  some.  (See  PRECAUTIONS ) 

PRECAUTIONS 

General.  CARDIZEM  tdilliazem  hydrochloride)  is  extensively 
metabolized  by  the  liver  and  excreted  by  the  kidneys  and  in 
bile  /Is  with  any  drug  given  over  prolonged  periods,  laboratory 
parameters  should  be  monitored  at  regular  intervals.  The  drug 
should  be  used  with  caution  in  patients  with  impaired  renal  or 
hepatic  function.  In  subacute  and  chronic  dog  and  rat  studies 
designed  to  produce  toxicity,  high  doses  of  diltiazem  were 
associated  with  hepatic  damage.  In  special  subacute  hepatic 
studies,  oral  doses  of  125  mg/kg  and  higher  in  rats  were 
associated  with  histological  changes  m the  liver  which  were 
reversible  when  the  drug  was  discohtinued  In  dogs,  doses  of 
20  mg/ kg  were  also  associated  with  hepatic  changes,  however, 
these  changes  were  reversible  with  continued  dosing. 

Dermatological  events  (see  ADVERSE  REACTIONS  section) 
may  be  transient  and  may  disappear  despite  continued  use  of 
CARDIZEM  However,  skin  eruptions  progressing  to  erythema 
mulllforme  and/or  exfoliative  dermatitis  have  also  been 
infrequently  reported.  Should  a dermatologic  reactioh  persist, 
the  drug  should  be  discontinued. 

Drug  Interaction.  Due  to  the  potential  lor  additive  effects, 
caution  and  careful  titration  are  warranted  in  patients  receiving 
CARDIZEM  concomitantly  with  any  agents  known  to  affect 
cardiac  contractility  and/or  conduction.  (See  WARNINGS  ) 

Pharmacologic  studies  indicate  that  there  may  be  additive 
effects  in  prolonging  A V conduclion  when  using  beta-blockers  or 
digitalis  concomitantly  with  CARDIZEM.  (See  WARNINGS.) 

/Is  with  all  drugs,  care  should  be  exercised  wheh  treating 
patients  with  multiple  medications.  CARDIZEM  undergoes  bio- 


iranstormation  by  cytochrome  P-450  mixed  function  oxidase 
Coadministration  of  CARDIZEM  with  other  agents  which  follow 
the  same  route  of  biotransformation  may  result  in  the  competi- 
tive inhibition  of  metabolism.  Dosages  of  similarly  metabolized 
drugs,  particularly  those  of  low  therapeutic  ratio  or  in  patients 
with  renal  and/or  hepatic  impairmeht.  may  require  adjustment 
when  starting  or  stopping  concomitantly  administered  CARDtZEM 
to  maintain  optimum  therapeutic  blood  levels 

Beta-blockert:  Controlled  and  uncontrolled  domestic  studies 
suggest  that  concomitant  use  of  CARDIZEM  and  beta-blockers 
or  digitalis  is  usually  well  tolerated  Available  data  are  not 
sufficient,  however,  to  predict  the  effects  of  cohcomitant 
treatment,  particularly  in  patients  with  left  ventricular 
dysfunction  or  cardiac  conduction  abnormalities. 

Administration  of  CARDIZEM  (dilliazem  hydrochloride) 
concomitantly  with  propraholol  In  five  normal  volunteers 
resulted  in  increased  propranolol  levels  in  all  subjects  and 
bioavailability  of  propranolol  was  increased  approximately  50%. 
If  combination  therapy  is  initiated  or  withdrawnjn  conjunction 
with  propranolol,  an  adjustment  In  the  propranolol  dose  may 
be  warranted  (See  WARNINGS.) 

Clmetkllne:  A study  in  six  healthy  volunteers  has  shown  a 
significant  increase  in  peak  dilliazem  plasma  levels  (58%)  and 
area-under-the-curve  (S3^o)  after  a one-week  course  ofcimetidine 
at  1,200  mg  per  day  and  diltiazem  60  mg  per  day  Ranitidine 
produced  smaller,  nonsignificant  increases  The  effect  may  be 
mediated  by  cimetidine  s known  inhibition  of  hepatic  cytochrome 
P-450,  the  enzyme  system  probably  responsible  tor  the  first-pass 
metabolism  of  diltiazem.  Patients  currently  receiving  diltiazem 
therapy  should  be  carefully  monitored  lor  a change  in 
pharmacological  effect  when  initiating  and  discontinuing 
therapy  with  cimetidine  An  adjustment  in  the  diltiazem  dose 
may  be  warranted. 

Diglialit:  Administration  of  CARDIZEM  with  digoxin  in  24 
healthy  male  sublets  Increased  plasma  digoxin  concentrations 
approximately  20%  Another  Investigator  found  no  increase  in 
digoxin  levels  In  12  patients  with  coronary  artery  disease  Since 
there  have  been  conflicting  results  regarding  the  effect  of  digoxin 
levels.  It  IS  recommended  that  digoxin  levels  be  monitored  when 
initiating,  adjusting,  and  discontinuing  CARDIZEM  therapy  to 
avoid  possible  over-  or  under-digitallzation.  (See  WARNINGS.) 

Carclnogenetlt,  Mutagene»t$,  Impairment  of  Fertility.  A 
24-month  study  In  rats  and  a 2Tmonth  study  in  mice  showed 
no  evidence  of  carcinogenicity.  There  ivas  also  no  mutagenic 
response  in  in  vitro  bacterial  tests  No  Intrinsic  effect  on  fertility 
was  observed  in  rats 

Pregnancy.  Category  C Reproduction  studies  have  been  con- 
ducted in  mice.  rats,  and  rabbits.  Administration  of  doses  ranging 
from  live  to  ten  times  greater  (on  a mg /kg  basis)  than  the  daily 
recommended  therapeutic  dose  has  resulted  in  embryo  and 
fetal  lethality.  These  doses,  ih  some  studies,  have  been  reported 
to  cause  skeletal  abnormalities.  In  the  perinatal/  postnatal 
studies,  there  was  some  reductioh  In  early  individual  pup 
weights  and  survival  rates  There  was  an  increased  incidence 
of  stillbirths  at  doses  of  20  times  the  human  dose  or  greater 

There  are  no  well-controlled  studies  in  pregnant  women: 
therefore,  use  CARDIZEM  in  pregnant  women  onlv  if  the  potential 
benefit  justifies  the  potential  risk  to  the  fetus 

Nursing  Mothers.  Dilliazem  is  excreted  in  human  milk.  One 
report  suggests  that  concentrations  in  breast  milk  may  approxi- 
mate serum  levels.  If  use  of  CARDIZEM  is  deemed  essential,  an 
alternative  method  of  infant  feeding  should  be  instituted 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not 
been  established 
ADVERSE  REACTIONS 

Serious  adverse  reactiohs  have  been  rare  in  studies  carried 
out  to  dale,  but  it  should  be  recognized  that  patients  with 
impaired  ventricular  function  and  cardiac  conduction  abnormali- 
ties have  usually  been  excluded. 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  ivas  not  greater 


□ 60  mg  □ 90  mg 
□ 120  mg 


than  that  reported  during  placebo  therapy. 

The  followihg  represent  occurrences  observed  in  clinical 
studies  which  can  be  at  least  reasonably  associated  with  the 
pharmacology  of  calcium  influx  inhibition.  In  many  cases,  the 
relationship  to  CARDIZEM  has  not  been  establish^.  The  most 
common  occurrences  as  well  as  their  frequency  of  presentation 
are  edema  (2.4%).  headache  (2.1%),  nausea  (1.9%).  dizziness 
(1.5%).  rash  (1.3%),  asthenia  (12%).  In  addition,  the  following 
events  were  reported  infrequently  (less  than  1%): 
Cardiovascular:  Angina,  arrhythmia,  A V block  (first  degree). 

A V block  (second  or  third  degree— see 
conduction  warning),  bradycardia, 
congestive  heart  failure,  flushing, 
hypotension,  palpitations,  syncope. 
Nervous  System:  Amnesia,  depression,  gait  abnormality, 
hallucinations,  insomnia,  nervousness, 
paresthesia,  personality  change, 
somnolence,  tinnitus,  tremor. 
Gastrointestinal:  Anorexia,  constipation,  diarrhea. 

dysgeusia,  dyspepsia,  mild  elevations  of 
alkaline  phosphatase.  SGOT  SGPT,  and 
LDH  (see  hepatic  warnings),  vomiting, 
weight  increase. 

Dermatologic:  Petechiae.  pruritus,  photosensitivity, 

urticaria. 

Other:  Amblyopia,  CPK  elevatioh.  dyspnea, 

epistaxis.  eye  irritation,  hyperglycemia, 
nasal  congestion,  nocturia,  osteoarticular 
pain,  polyuria,  sexual  difficulties. 

The  following  postmarketing  events  have  been  reported 
infrequently  in  patients  receiving  CARDIZEM:  alopecia,  gingival 
hyperplasia,  ei^hema  multiforme,  ahd  feukopenia.  However,  a 
definitive  cause  and  effect  between  these  events  and  CARDIZEM 
therapy  is  yet  to  be  established  Issued  6/87 

See  complete  Professional  Use  Information  before  prescribing 

References:  1.  SchroederJS  Mod  Med  1982:50(Sept)  94- 
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Diagnosis:  Urachal  cyst  with  focal  adenocarcinoma 


The  calcified  cyst  wall  is  seen  on  the  plain  radiograph 
(Figure  1)  and  the  bladder  is  compressed  by  the  cyst  on 
the  cystogram  (Figure  2).  The  cyst  was  filled  with 
mucoid  material,  which  appeared  more  dense  than 
water  on  the  CT  study.  (Figure  3)  The  cyst  was  resected. 
It  had  a thin  wall,  but  a focal  area  of  thickening  proved 
to  be  adenocarcinoma. 

Embryology 

The  exact  embryologic  origin  of  the  urachus  is  not 
clear.’"*  The  earliest  development  of  the  fetal  excretory 
structure  is  the  allantois,  which  extends  from  the  yolk 
sac  through  the  umbilical  cord  to  the  placenta.  The 
yolk  sac  eventually  forms  the  cloaca,  which  divides  into 
the  bladder  ventrally  and  into  the  rectum  from  the 
dorsal  part.  Some  maintain  that  the  allantois  obliterates 
completely  and  is  entirely  extraembryonic  and  that  the 
urachus  forms  from  the  ventral  aspect  of  the  bladder. 
Others  believe  that  the  allantois  is  partly  intraem- 
bryonic,  persisting  as  the  urachus.’  ’’ 

The  urachus  elongates  during  fetal  life  and  is  com- 
pletely obliterated  at  birth.  In  the  adult,  a fibrous  band 
remains  and  extends  from  the  anterior  wall  of  the 
bladder,  just  below  the  apex,  10-1 2cm  distally  to  the 
umbilicus. 

The  urachus  is  a musculofibrous  tube  composed  of 
an  inner  layer  of  transitional  cell  epithelium,  a connec- 
tive tissue  layer  of  blood  and  lymph  vessels,  and  an 
outer  muscular  layer  which  is  contiguous  inferiorly 
with  the  detrusor  muscle.^  It  is  divided  into  a long 
supravesicular  portion  and  a short  intramural  portion.® 
The  intramural  portion  is  again  subdivided  into  intra- 
muscular and  intramucosal  parts.® 

The  urachus  is  situated  in  the  space  of  Retzius,  a 
triangle  formed  by  the  umbilicus  as  the  apex,  the 
laterals  by  umbilical  ligaments  and  below  by  the  dome 
of  the  bladder.^  ® It  lies  between  the  transversalis  fascia 
and  the  parietal  peritoneum,®  surrounded  by  layers  of 
the  umbilicovesical  fascia.’  These  fascial  planes  limit 
the  spread  of  a urachal  neoplasm  and  infection.’ 
Failure  or  incomplete  closure  of  the  urachus  after  birth 
results  in  urachal  anomalies. 

Symptoms  and  Signs 

Patent  Urachus 

Total  failure  of  closure  of  the  urachal  lumen  results 
in  a communication  between  the  umbilicus  and  the 
bladder.  Urine  leak  from  the  umbilicus  is  the  most 
reliable  sign  of  the  problem.’  The  umbilicus  may 
present  as  a tumor-like  projection  in  about  half  of  the 
cases. ^ Some  patients  have  associated  obstructive  uro- 
pathy;  obstruction  is  considered  to  be  the  cause  of  a 
patent  urachus  in  some  patients.^  Patent  urachus  has 


been  reported  in  50%  of  cases  of  prune  belly  syn- 
drome,^® and  is  the  most  common  form  of  urachal 
anomaly.  It  usually  presents  soon  after  birth. 


Urachal  Cyst 

This  anomaly  develops  when  the  urachus  is  closed  at 
both  ends  with  cyst  formation  in  the  middle.  This 
retention  cyst  usually  develops  in  the  lower  third  of  the 
urachus  and  contains  mucous  secretions.’’^  The  cysts 
often  go  undetected  until  infection  occurs,  or  until  a 
tumor  develops  into  the  bladder.’  ®-®  Lower  abdominal 
pain  and  signs  of  infection  may  be  the  only  indications 
of  an  infected  urachal  cyst  and  diagnosis  may  be 
difficult  if  there  is  no  obvious  abdominal  mass.^-’^  In 
untreated  cases  the  abscess  can  drain  from  the  umbili- 
cus or  into  the  bladder.  Cases  of  intraperitoneal  rup- 
ture of  infected  cysts  have  been  reported.’’^ 

Urachal  carcinoma  is  a serious  complication  arising 
from  the  cyst,  and  accounts  for  0.01%  of  all  malignan- 
cies and  0.34%  of  bladder  carcinomas.®’”  Of  the  report- 
ed patients,  80%  were  men,  mostly  between  40-70  years 
of  age.®  ’®  Histologically,  the  majority  of  cases  are 
mucinous  adenocarcinomas.’’'’®'®”  Since  the  bladder 
and  rectum  are  derived  from  a common  structure,  the 
cloaca,  embryonic  inclusion  of  intestinal  type  mucosa 
with  goblet  cells  may  explain  the  apparent  change  in 
cell  type.^  ’®  Others  believe  that  metaplasia  from  this 
transitional  cell  epithelium  lining  in  the  urachus  gives 
rise  to  adenocarcinoma.^  Most  often  patients  present 
with  hematuria.'*’®  ’®  The  passage  of  mucus  material  in 
the  urine  occurs  in  10%  of  patients.® 

Release  of  mucus  while  applying  suprapubic  pres- 
sure has  been  observed  during  cystoscopy  and  is 
considered  pathognomonic  for  an  adenocarcinoma  of 
the  urachus.’®  The  disease  usually  spreads  by  local 
invasion  and  metastases  are  primarily  to  the  regional 
nodes,  lung  and  bones.”*  ’® 


Urachal  Sinus 

The  urachus  communicates  with  the  umbilicus  but 
the  end  at  the  bladder  is  closed.  A draining  urachal 
sinus  is  commonly  associated  with  lower  abdominal 
tenderness  and  fever. ^ The  umbilicus  may  show  signs  of 
inflammation  with  development  of  granulation  tissue. 


Vesicourachal  Diverticulum 

The  urachus  communicates  with  the  bladder  but  the 
end  at  the  umbilicus  is  closed.  It  is  believed  that  some 
cases  of  vesicourachal  diverticulum  are  related  to  lower 
urinary  tract  obstruction.^  It  is  usually  discovered 
during  a cystogram  or  cystoscopy.^  A large  diverticu- 
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lum  may  produce  mechanical  pressure  on  the  ureter 
and  intestine.’ 

Radiology 

Patent  Urachus  and  Urachal  Sinus 

Fistulography'-^  and  sinography  using  iodinated 
material  will  delineate  the  anomalies.  Voiding  cystogra- 
phy^ is  also  important  to  detect  lower  urinary  tract 
obstruction. 

Vesicourachal  Diverticulum 

Excretory  urography  and  cystourethrography-^  can 
reveal  the  presence  and  the  size  of  the  diverticulum. 
Some  patients  have  a diverticulum  secondary  to  blad- 
der outlet  obstruction  which  will  also  be  demonstrated 
by  the  cystourethrogram. 

Urachal  Cyst 

Conventional  radiography  has  been  of  limited  value 
in  the  diagnosis  of  urachal  cysts.®  Plain  radiographs 
may  reveal  calcification  in  some  cases. ^ ^ A calcified 
supravesical  mass,  in  conjunction  with  passage  of 
mucus  in  the  urine,  is  considered  to  be  highly  sugges- 
tive of  urachal  carcinoma.® 

Urography  may  show  deformity  of  the  bladder  out- 
line and  lateral  displacement  of  the  ureter.^-^®  The 
close  proximity  of  the  urachus  to  the  abdominal  wall 
makes  it  ideally  suited  for  ultrasound,®  ’ '®  which  can 
accurately  define  the  extent  and  nature  of  the  anoma- 
lies. 

An  infected  thick-walled  urachus  may  simulate  carci- 
noma. Fine  needle  biopsy  and  cystologic  examination 
will  clarify  the  diagnosis.  The  extent  of  solid,  invasive 
urachal  carcinomas  are  best  demonstrated  by  comput- 
ed tomography  (CT)‘^  ’ ® or  magnetic  resonance. 

The  differential  diagnosis  of  a urachal  cyst  includes  a 
bladder  diverticulum,  umbilical  hernia,  or  ovarian 
cyst.^  An  infected  cyst  may  be  difficult  to  differentiate 
from  acute  appendicitis,  cystitis  or  diverticulitis.^  ’ 

Treatment 

Because  of  the  possibility  of  malignant  degeneration 
and  the  high  recurrence  rate,  radical  excision  of  ura- 


chal cysts  is  recommended.®  Carcinoma  of  the  urachus 
is  treated  with  radical  cystectomy  unless  there  is  an 
early  focal  carcinoma.^  The  prognosis  is  poor,  with  five 
year  survival  rates  from  6.5%  to  15%.®"  Radiation 
treatment  and  chemotherapy  showed  unfavorable 
results."*’®  i 
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ISMS 
Physician 
Help  Line 

Are  you  troubled  by  chemical  dependency,  alcohol- 
ism, physical  or  mental  problems,  or  concerned  about 
someone  who  has  an  impairment?  Are  you  having 
emotional  or  physical  problems  dealing  with  your 
involvement  in  a malpractice  suit? 


If  so,  contact  the  PHYSICIAN  HELP  LINE,  312/ 
580-2499,  a confidential,  advocacy  service  offered  by 
the  ISMS  Impaired  Physician  Program  and  the  Phy- 
sician Support  Group  to  link  troubled  physicians  and 
their  families  with  resources  to  help  them. 


Physician  Help  Line  calls  will  be  answered,  as  soon  as 
possible,  by  Dr.  Violet  M.  Eggert,  Medical  Director 
of  the  ISMS  Impaired  Physician  Program. 


YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  Is  found  in  Rubaceae  and  related  trees 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  Is  an  indolalkylamlne 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon ' is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  coniunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.’'  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.^ 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. ''3.4  i tgpigt  (5  4 mg)  3 times  a day.  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vz  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5,4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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] lOOTABLEI* 

AVAILABLE  EXCLUSIVELY  FROM 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
Outside  NJ  1-800-237-9083 
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FAMliy 

PRACTITIONERS 
& INTERNISTS 


Active  Primary  Care  Practice  with  strong 
growth  potential  for  sale  in  Western 
Suburb  of  Chicago.  Practice  Acquisition 
Price:  $1 00,000  includes  equipment  less 
than  5 years  old.  Well-organized  busi- 
ness operation  with  opportunity  for 
physician  to  begin  practice  immediately. 
Financing  available.  Practice  support,  if 
desired,  is  also  available  through  affilia- 
tion with  quality  teaching  institution  lo- 
cated within  1 5 minutes  of  practice.  Call: 

(312)  975-2258 


ATTORNEYS  TO  REPRESENT  PHYSICIANS 
IN  ALL  LICENSING  MATTERS 
AND  PROFESSIONAL  PROBLEMS. 

A vailable  to  practice  before: 

Illinois  Department  of  Registration  and  Education 

* Illinois  Department  of  Public  Aid 

* Medicare 

* Hospital  Review  Boards 

* Other  Peer  Review  Panels  and  Boards 

Also  available  for  counseling  in  partnership, 
employment,  HMO  and  contract  matters. 

MORGEN  & FOX 

19  South  LaSalle  Street,  Suite  800, 

Chicago,  Illinois  60603  (312)  782-2281 

Former  Supervising  Counsel  and  Senior  Prosecutor 
to  State's  Medical  Quality  Review  Committee. 


A SPECIAL 
PRACTICE 
FOR  SPECIALISTS. 


If  you're  a Surgeon  or  OB/GYN  or  Other  Medical  Specialist, 

the  Air  Force  may  have  a special  practice  for  you.  What 
makes  it  special?  You'll  enjoy  an  excellent  pay  and  benefits 
package.  There'll  be  more  time  to  spend  with  your  family. 
You'll  receive  30  days  of  vacation  with  pay  each  year,  And 
you  will  work  with  modern  equipment  and  some  of  the  most 
highly  trained  professionals  in  the  world,  serving  your  country 
and  your  patients,  Now  thafs  special!  Find  out  just  how 
special  your  practice  can  be.  Call 


TSGT  MIRES 
314-434-9555 
COLLECT 
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CLASSIFIED  ADVERTISING 


Classified  Advertising  Rates 


25 

words 

26  to  50 

51  to  75 

76  to  100 

or  less 

words 

words 

words 

1 insertion 

$ 7.00 

117.00 

125.00 

$ 42.00 

3 insertions 

13.00 

32.00 

46,00 

78.00 

6 insertions 

18.00 

44.00 

64.00 

108.00 

1 2 insertions 

22.00 

53.00 

79.00 

132.00 

All  proposed  advertisements  should 
be  received  by  the  hrst  of  the 
month  preceding  publication.  A 
surcharge  of  $5  will  be  assessed 
when  a box  number  is  requested 
and  an  additional  18  words  should 
be  added  in  calculating  the  advertis- 
ing rate. 


POSITIONS  AND  PRACTICE 


WELL  ESTABLISHED  PRACTICE  general  sur- 
gery and  general  practice  looking  for  asso- 
ciate who  w'ill  buv  within  six  months  to  one 
year  or  right  now.  40  miles  from  Chicago. 
Twenty  years  established  practice,  excellent 
income.  Substantial  income  from  hospital  on 
trauma  call.  Looking  for  a partner  or  asso- 
ciates. Reply  to  Box  2061,  c/o  Illinois  Medi- 
cal Journal,  Twenty  North  Michigan  Avenue, 
Suite  700,  Chicago,  IL  60602. 

ARIZONA-BASED  physician  recruiting  hrm 
has  opportunities  coast-to-coast.  “Quality- 
Physicians  for  Quality  Clients  since  1972.” 
Call  (602)  990-8080;  or  send  C.V.  to:  Mitch- 
ell & Associates,  Inc.,  P.O.  Box  1804, 
Scottsdale,  AZ  85252. 

PRIMARY  CARE  PHYSICIANS— Arizona 
based  physician  recruitment  firm  has  various 
opportunities  for  BC/BE  internists,  EP’s, 
and  pediatricians  coast-to-coast.  For  further 
information,  contact  Mitch  Young  at  (602) 
990-8080;  or  send  C.V.  to:  Mitchell  & Asso- 
ciates, Inc.,  P.O.  Box  1804,  Scottsdale,  AZ 
85252. 

FAMILY  PHYSICIAN— Well  equipped  48- 
bed  rural  JCAH  accredited  hospital  is  look- 
ing for  a family  physician  to  round  out  their 
medical  staff.  Modern  furnished  hve  room 
clinic  located  on  hospital  grounds  provided. 
Lucrative  financial  package  including  guar- 
antee for  initial  period.  Unbelievable  income 
potential.  The  hospital  is  located  in  south- 
eastern Illinois  in  the  midst  of  the  Shawnee 
National  Forest.  Excellent  area  for  hshitig, 
hunting,  boating,  etc.  Contact  Roby  Wil- 


liams, Administrator,  Hardin  County  Gener- 
al Hospital,  P.  O.  Box  2467,  Rosiclare,  IL, 
62982.  Telephone — (618)  285-6634. 

PEDIATRICIAN  WANTED  to  establish  prac- 
tice in  NW  Illinois  city  of  17,000,  service 
area  60,000  + . Space  available  in  fully- 
equipped  office  1 block  from  hospital  with 
new  peds.  unit  and  level  11  nursery.  100%  of 
collections,  no  buy-in.  Office  rent  negotia- 
ble. 1-2  hours  from  Chicago,  other  large 
cities.  For  more  information  or  to  schedule 
visit,  write  S.  Baumwell,  M.D.,  202  W'.  Miller 
Road,  Sterling,  IL  61081  or  call  collect  (815) 
626-9660. 

GENERAL  PRACTICE  OPPORTUNITY  For 

Illinois  licensed  physician  with  own  malprac- 
tice insurance  for  busy  clinic  on  west  side  of 
Chicago.  Telephone:  (815)  933-1900. 

ASSOCIATE  MEDICAL  DIRECTOR  Excellent 
opportunity  for  board  certified  internist, 
family  practitioners  to  join  the  medical 
department  of  a large  utilization  and  case 
management  corporation.  The  company  spe- 
cializes in  remote  utilization  review,  and  in 
managed  medical  care  for  corporate  and 
insurance  carrier  clients  coast-to-coast. 
There  will  be  an  opportunity  to  work  with 
physicians  and  develop  treatment  plans  and 
alternate  treatment  sites  for  patients. 
Opportunities  for  input  into  corporate  pro- 
grams and  strategic  planning  exist.  Utiliza- 
tion review  experience  is  preferred  but  not 
necessary.  Specialty  board  certiheation  is 
required.  Respond  to:  Director,  Medical 
Department,  3200  S.  Highland  Ave.,  Down- 
ers Grove,  IL  60515-1223. 

FAMILY/GENERAL  PRACTICE— M.D./ 
D.O.  physician  preferably  B.C./B.F.  needed 


to  join  two  physicians  in  busy  practice  in 
central  Illinois,  rural  community.  Terms  for 
salary  or  guarantee  negotiable.  W'rite  to  Box 
2094,  c/o  Illinois  Medical  Journal,  Twetity 
North  Michigan  Avenue,  Suite  700,  Chicago, 
IT  60602. 

SOUTHWESTERN  CHICAGO  SUBURBAN 
AREA — Seeking  board-certihed  or  board- 
eligible  family  practitioners,  internists,  pedi- 
atricians and  obstetricians/gynecologists  for 
positions  in  a rapidiv  developing  hospital 
service  area  of  350,000  population  35  miles 
from  Chicago’s  Loop.  Positions  offer  highly- 
competitive,  one  to  two  year  guaranteed 
annual  salaries  plus  benefits  including  mal- 
practice, life,  long-term  disability  and  health 
insurance,  moving  and  interview  expenses, 
and  paid  vacation  and  sick  leave  time.  For 
f urther  information,  submit  a current  curric- 
ulum vitae  or  call  (collect):  Robert  W. 
Matthews,  Ph.D.,  Director  of  Special  Pro- 
jects, 1200  Maple  Road,  Joliet,  IL  60432, 
(815)  740-7093,  (815)  740-7094  after  6 pm/ 
weekends, 

GROUP  HEALTH  INC.  If  you  are  board  certi- 
fied, or  board  eligible,  in  any  of  the  following 
specialties.  Group  Health,  Inc.  may  have  an 
opportunity  for  you.  Adult  psychiatry,  cardi- 
ology, dermatology,  family  practice,  internal 
medicine,  obstetrics  & gynecology,  ophthal- 
mology, pediatrics  urology,  f or  informatioti 
about  Joining  the  Group  Health,  Inc.  medi- 
cal staff,  call  Jerry  Hess  at  (612)  623-8444. 
Group  Health,  Inc.,  2829  University  Avenue 
S.F.,  Minneapolis,  Minnesota  55414. 

UROLOGIST — One  hour  from  Chicago’s 
Loop.  Progressive  35-physician  multispecial- 
ty group  in  northern  Indiana  (pop.  60, ()()()) 
seeking  energetic,  highiv  skilled  urologist. 
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Unlimited  recreational  and  cultural  opportu- 
nities. (Guarantee  and  excellent  benefit  pack- 
age. Call  or  write  George  Ivekich,  250 
Regency  Court,  Waukesha,  W1  53186, 
1-800-338-7107  or  1-414-785-6500  (Col- 
lect). No  costs  or  obligations  involved. 

WANTED — board  eligible/board  certified 
emergency  medicine  physician  to  join  an 
emergency  department  staff  which  is  part  of 
a 180  physician  multi-specialty  clinic  in 
Champaign-Urbana,  Illinois;  35,000  annual 
visits.  Liberal  fringe  benehts  and  salary'  lead 
to  equal  ownership.  Send  CV  with  inquiries 
to  J.  Yambert,  M.I).,  Division  of  Emergency 
Medicine,  Carle  Foundation  Hospital,  61  1 
West  Park,  Urbana,  IF  61801;  217-337- 
3313. 

INDIANA— 13-phv  ortho  group  (9  general 
ortho  surgs,  4 subspec)  is  seeking  an  ortho 
surg  to  practice  just  25  miles  SE  of  Indianap- 
olis. Comfortable  call  coverage.  Excellent 
1 st-year  minimum  guarantee  w/  extensive 
bene  pkg.  Contact  Jean  Ecos,  250  Regency 
Court,  Waukesha,  Wl,  53186,  1-800-338- 
7107  or  1-414-785-6500  (Collect). 

WISCONSIN — 40  miles  from  Madison.  55- 
phy  multispec  group  seeks  second  psychia- 
trist. An  increased  patient  vtjlume  and  addi- 
tion of  a drug  and  alcohol  inpatient  unit 
necessitates  addition  of  one  to  two  additional 
psychiatrists.  The  current  psychiatrist  is  BC 
in  adult,  and  BE  in  both  child  and  geriatric. 
Contact:  Jean  Ecos,  250  Regency  Ccturt, 
Waukesha,  WI,  53186,  1-800-338-7107,  or 
1-414-785-6500  (Collect). 

STAFF  PHYSICIAN — Highly  reputable  Chi- 
cago clinic  grou[)  specializing  in  treating 
venous  disorders  bv  unique  compression 
injection  treatment  needs  staff  physicians 
with  2-5  years  experience  preferably  in  inter- 
nal medicine  or  general  practice.  Offer  com- 
petitive compensation  package  and  opportu- 
nities for  growth.  Many  opportunities  for 
relocation  to  other  metropolitan  areas  are 
available.  If  vou  are  tired  of  working  eve- 
nings and  yveekends  and  are  motivated  to 
build  a practice  with  a leader  in  varicose  vein 
treatment,  please  send  CV  to  Medical  Direc- 
tor, Vein  Clinics  of  America,  2340  S.  Arling- 
ton Heights  Rd.,  Arlington  Heights,  II, 
60005. 

INDIANA — 50  miles  from  downtown  Chica- 
go. 4 hirty-hve  physician  multispecialty 
group  located  in  northwest  Indiana  (pop. 
60,000)  is  seeking  second  orthttpaedic  sur- 
geon. With  a service  population  over 
110,000,  this  community  is  situated  on  the 
shores  of  Lake  Michigan  and  offers  excep- 
tional recreational  activities.  The  clinic 
houses  its  own  x-ray  laboratory,  audiology, 
physical  therapy,  surgery,  and  ER.  Pixcellent 
compensation  and  benefit  package.  Call  or 
w rite  Jean  Ecos,  250  Regency  Court,  Wauke- 
sha, WI  53186,  1-800-338-7107  or  1-414- 
785-6500  (Collect). 

ANESTHESIOLOGIST.  Seeking  3 BC/BE 
well-trained  anesthesiologists  to  join  8 physi- 
cians and  1 2 CRNAs  in  a busy  group  practice 
which  includes  cardiothoracic,  neuro,  neo- 
natal, and  OB  at  a 650  bed  hospital  with  an 
academic  affiliation.  Sub-specialities  consid- 


ered, especially  cardiac,  pediatric,  and 
obstetrics.  Excellent  salary  and  benefits. 
Send  CV  to  Quentin  A.  Pletsch,  M.D.,  St. 
John’s  Hospital,  800  East  Carpenter,  Spring- 
field,  IE  62769. 

INTERNIST  OR  FAMILY  PRACTICE  PHYSI- 
CIAN with  strong  interpersonal  skills  for 
position  as  medical  director  of  women’s  cen- 
ter in  southwest  Chicago  suburb.  Half-time 
position  offers  attractive  compensation,  full 
benefits,  malpractice  insurance  and  liberal 
vacation.  Associated  yvith  a university  affiliat- 
ed teaching  hospital.  For  more  information 
or  appointment  call  Mary  Lynch  (312)  567- 
2215. 

THIRTY-FOUR  PHYSICIAN  multispecialty 
group  conveniently  located  betyveen  Chicago 
and  Mihvaukee.  Well  equipped  clinic  offer- 
ing salary  guarantee  with  incentive  bonus; 
excellent  fringe  benefits  and  early  oyvner- 
ship.  Please  send  current  curriculum  vitae  to 
Roger  1).  Lacock,  .Administrator,  Racine 
Medical  Clinic,  5625  Washingtern  Avenue, 
Racine,  Wl  53406. 

TWENTY-NINE  PHYSICIAN  multispecialty 
clinic  located  in  desirable  east  central  Wis- 
consin location  is  seeking  board  certified  or 
board  qualified  orthopedic  surgeon  to  round 
out  its  services.  Lab,  x-ray,  excellent  hospi- 
tal. Liberal  guarantee  and  benefits.  If  inter- 
ested contact  1).  E.  .Sweet,  M.D.,  Fond  du 
Lac  Clinic,  S.C.,  80  Sheboygan  Street,  Fond 
du  Lac,  Wisconsin  54935. 

EVANSVILLE,  INDIANA— Immediate  posi- 
tion available  for  board  certified  family  prac- 
titioner in  busy,  growing  network  of  ambula- 
tory care  centers.  Excellent  income.  Flexible 
scheduling.  Contact  MFC  Medical  Center, 
3844  First  .Avenue,  Evansville,  IN,  .Attn: 
Rebecca  Parker  or  call  (812)  428-6161. 

PEDIATRICIAN  AND  GENERAL  INTERNIST 

or  family  practitioner  (husband/wife  team?) 
for  multispecialty  clinic  50  miles  southeast  of 
Chicago  in  university  town  in  Dunes  County 
of  southern  Lake  Michigan.  Superior 
schoctls,  many  recreational  opportunities, 
small  town  atmosphere.  Pediatrician  to  join 
long  established  pediatrician  with  extensive 
practice.  Four  minutes  from  400  bed  hospi- 
tal with  NICU,  ICU,  ecu.  Contact:  Thomas 
Covey,  M.D.,  E.A.A.P.  (219)  462-4167. 

BOARD  CERTIFIED  OR  ELIGIBLE  PSYCHIA- 
TRIST for  inpatient  and  outpatient  treat- 
ment. Interest  in  alcohol  and  substance 
abuse  a plus.  Excellent  opportunity  to  join 
four-member  department  in  multispecialty 
medical  clinic.  Close  to  university  and  metro- 
politan areas  in  south-central  Wisconsin. 
Excellent  salary  and  benefits.  Contact  Jane 
C.  Smith,  M.D.,  The  Monroe  Clinic,  Monroe, 
WI,  53566,  608/328-7321. 

INTERNIST,  PEDIATRICIAN  AND  FAMILY 
PHYSICIAN  wanted  for  northern  Illinois 
community  health  center.  Our  multispecialty 
group  seeks  additional  practitioner  for  busy 
clinic  and  hospital  practice  serving  minority 
and  financially  needy  population.  Academic 
affiliation,  good  salary  and  benefit  package 
in  pleasant,  affordable  city.  Contact  Jim 
Banc,  MD,  Medical  Director,  Crusader  Clin- 


ic, 1204  W.  State  St.,  Rockford,  IL  61102; 
(815)  968-0286. 

PSYCHIATRIST  for  busy  hospital/oflfice  pri- 
vate practice.  Immediate  opening  with 
opportunity  for  partnership.  Northwest  Chi- 
cago suburbs.  Forward  C.V.  to  Box  ^2072, 
c/o  Illinois  Medical  Journal,  Twenty  North 
Michigan  Avenue,  Suite  700,  Chicago,  IL 
60602. 

UNOPPOSED  RHEUMATOLOGIST,  BC/BE 

to  join  .ABIM  internist  in  expanding  prac- 
tice, competitive  salary  guaranteed  with 
incentive  formula.  Midwest.  Start  July,  1988, 
or  earlier.  Send  CV  and  inquiries  to  Box 
2108,  c/o  Illinois  Medical  Journal,  Twenty 
North  Michigan  Avenue,  Suite  700,  Chicago, 
IL  60602. 

GREAT  OPPORTUNITY  for  G.P. /family  phy- 
sician need  to  work  in  busy  growing  practice. 
No  investment  required.  Established  prac- 
tice with  guaranteed  patient  base.  Good  base 
salary  plus  incentive  and  potential  for 
growth  for  the  right  doctor.  Vacations  and 
insurance  paid.  Reply  to  C.H.S.,  P.O.  Box 
641,  Moline,  IL  61265. 

EXCELLENT  PRACTICE  OPPORTUNITY  for 

internist,  BC/BE  to  associate  with  an  ABIM 
internist.  Competitive  salary  guaranteed  with 
incentive  formula,  800  hospital  beds,  mid- 
western  city  of  100,000.  Send  CV  and  inqui- 
ries to  Box  2105,  c/o  Illinois  Medical  Journal, 
Twenty  North  Michigan  Avenue,  Suite  700, 
Chicago,  IL  60602. 

ILLINOIS,  QUAD-CITIES  AREA:  Seeking 
emergency  medicine  physicians  with  residen- 
cy training  and/or  prior  ED  experience  for 
both  full-time  and  locum  tenens  opportuni- 
ties, in  very  attractive,  high  volume  facility. 
Excellent  nursing  staff.  Above  averge  com- 
pensation, malpractice  insurance  and  flexi- 
ble scheduling.  Benefit  package  available  to 
full-time  physicians.  For  more  information 
contact:  Emergency  Consultants,  Inc.,  2240 
South  Airport  Road,  Room  17,  Traverse 
City,  M 1 49684;  1 -800-253- 1 795,  or  in  Mich- 
igan 1-800-632-3496. 

CHICAGO,  WESTERN  SUBURBS— Seeking 
part-time  physicians  for  moderate  volume 
urgent  care  center  in  medical  clinic.  Excel- 
lent backup,  above  average  compensation 
and  malpractice  insurance  provided.  Con- 
tact: Emergency  Consultants,  Inc.,  2240 
South  Airport  Road,  Room  1 7,  Traverse 
City,  MI  49684;  1-800-253-1  795,  or  in  Mich- 
igan 1-800-632-3496. 

CARDIOLOGIST— ST.  LOUIS,  Missouri 
area.  Excellent  opportunity  for  a board  eligi- 
ble/board certified  cardiologist  to  join  an 
established  board  certified  cardiologist  in 
private  practice.  Position  offers  above  aver- 
age compensation  plus  fringe  benefits 
including  malpractice,  life,  disability  and 
health  insurance,  moving  expense  reim- 
bursement and  paid  vacation.  Partnership 
after  two  years’  satisfactory  employment.  For 
further  information,  send  CV  to  Box  2109 
c/o  Illinois  Medical  Journal,  Twenty  North 
Michigan  Avenue,  Suite  700,  Chicago,  IL 
60602. 
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UNOPPOSED  PRACTICE  OPPORTUNITY  for 

infectious  disease  s|)ecialist  to  associate  witfi 
ail  ABIM  internist.  Excellent  salary  (Guaran- 
teed with  iticeiuive  fdrtnula,  HDD  hospital 
beds,  midwestern  city  of  1 ()(),()()().  Send  (A' 
and  itu|uiries  to  Box  2ID(i,  c/o  Illinois  Medi- 
cal /ounial.  Twenty  North  Michigan  Avenue, 
Suite  7DD,  Chicago,  11.  60602. 

PEDIATRICS— MARSHFIELD  CLINIC,  a 250- 
[ihysician,  multi-specialty  private  group  prac- 
tice, is  seeking  a board  certified  or  eligible 
general  pediatrician  to  join  its  expanding 
regiotial  center  in  Chippewa  Falls.  Chippewa 
Falls  is  a conimunitv  of  15,000  people  lo- 
cated in  beautiful  west  central  Wisconsin 
with  a wide  range  of  recreational,  education- 
al, and  cultural  opportunities  easilv  accessi- 
ble. The  clinic  is  adjacent  to  a 1 1 0-bed  jCAH 
accredited  hospital.  Competitive  salary  and 
fringe  benefit  package.  Send  curriculum 
vitae  and  references  to;  Mr.  David  Draves, 
Director,  Regional  Development,  Marshfield 
Clinic,  1000  North  Oak  Avenue,  Marshfield, 
W1  54449.  Or  vou  mav  call  collect  at  (715) 
387-5376. 

OB/GYN— N.W.  SUBURBAN  CHICAGO. 

Physicians  to  perform  first  and  second  tri- 
mester pregnancy  terminatiotis.  Mail  C.V.  to 
Beth  Masters,  P.O.  Box  2237,  Des  Plaines, 
II.  60018,  or  call  (312)  394-0715. 

OB/GYN  HOUSE  PHYSICIAN— Progressive 
Chicago  northside  hospital  is  seeking  a 
licensed  OB/GYN  physician  to  work  in  our 
state-of-the-art  birthing  center.  Must  have 
appropriate  educational  and  training  back- 
ground. We  offer  a competitive  salary  for 
this  full-time,  daytime  position.  Our  gener- 
ous benefits  package  includes  health  insur- 
ance and  free  meals.  The  physician  selected 
may  continue  part-time  private  practice.  If 
interested,  please  send  C.V.  in  confidence, 
or  call:  (312)  878-6000,  Roger  F.hmen,  Assis- 
tant Administrator,  F.dgewater  Hospital, 
5700  N.  Ashland  Avenue,  Chicago,  II. 
60660. 

OB/GYN,  FAMILY  PRACTICE,  ENT,  and 

general  internist,  needed  for  two-hospital, 
historic  river  town  of  20,000.  Drawing  area 
of  approximately  60,000  with  new  19,000 
acre  recreational  lake.  Unlimited  potential. 
Contact  Carol  Murphy,  Physician  Recruit- 
ment, 623  Broadway,  Hannibal,  MO  63401, 
or  call  314-221-3107. 

UNOPPOSED  PRACTICE  OPPORTUNITY  for 

nephrologist  to  associate  with  an  ABIM 
internist.  F.xcellent  salary  guaranteed  with 
incentive  formula,  800  hospital  beds,  mid- 
western  city  of  100,000.  Send  CV  and  inqui- 
ries to  Box  2107,  c/o  Illinois  Medical  Journal, 
Twenty  North  Michigan  Avenue,  Suite  700, 
Chicago,  IT  60602. 

MIDWEST  MULTI-SPECIALTY  GROUP 

needs  obstetrician,  general  surgeon  and  oto- 
laryngologist. Immediate  openings  at  58 
physician  multi-specialty  group.  Seeking 
board  certified/eligible  physicians;  emphasis 
on  high  quality  care.  Practice  located  in  Ohio 
River  city  of  135,000  with  referral  area  of 
300,000.  Superb  educational,  cultural  and 
recreational  activities.  Send  C.V.  to  R.  Den- 
ny Currier,  Administrator,  Welborn  Clinic, 


421  Chestnut  .Street,  Evansville,  Indiana 
47713. 

SEEKING  BOARD  CERTIFIED/ELIGIBLE  ( )B 

CA  N to  join  busy  4-|>hysician  department 
within  a 58  [thysician  multi-specialty  grou[). 
Immediate  opening  in  Ohio  River  city  of 
135,000  with  referral  area  of  300,000.  Utili- 
zation of  one  hospital.  .Su|)crl5  educational, 
cultural  and  recreational  activities.  Send 
C.\',  to  R.  Denny  Currier,  Administrator, 
Welborn  (dinic,  421  Chesttuit  Street,  Evans- 
ville, Indiana  477 1 3. 

SEEKING  BOARD  CERTIFIED/ELIGIBLE  oto- 
laryngologist to  join  busy  department  within 
58  physician  multi-specialty  group.  Compre- 
hensive E.NT/head  and  neck  service.  Excel- 
lent practice  opportunity  in  Ohio  River  city 
of  135,000  with  300,000  referral  area. 
Immediate  opening.  Superb  educational, 
cultural  and  recreational  activities.  .Send 
C.V.  to  R.  Denny  Currier,  Administrator, 
Welborn  Clinic,  421  Chestnut  Street,  E.vans- 
ville,  Indiana  477 1 3. 

SEEKING  BOARD  CERTIFIED/ELIGIBLE  gen- 
eral surgeon  to  join  3-physician  department 
within  58  physician  multi-specialty  group. 
Immediate  opening.  Excellent  practice 
opportunity  in  Ohio  River  city  of  135,000 
with  300,000  referral  area.  Superb  educa- 
tional, cultural  and  recreational  activities. 
Send  C.V.  to  R.  Dennv  Currier,  Administra- 
tor, Welborn  Clinic,  421  Chestnut  Street, 
Evansville,  Indiana  47713. 

ILLINOIS  DEPARTMENT  OF  PUBLIC 
HEALTH  needs  physician  assistant  associate 
director  to  participate  in  policy  formulation 
for  regulation  of  nursing  home,  hospitals, 
HMOs,  ambulatory  surgery  centers,  etc., 
perform  selected  onsite  surreys,  medical 
review  of  nursing  home  violations  for  hear- 
ings. Must  be  board  certified  in  family  prac- 
tice or  etjuivalent  (emergency  medicine,  gen- 
eral internal  medicine)  and  have  Master's  in 
public  health.  Must  be,  or  eligible  to  be 
licensed  to  practice  medicine  in  all  of  its 
branches  in  Illinois.  Requires  2 years  recent 
clinical  experience.  Send  resume  to  John  R, 
Lumpkin,  M.D.,  Associate  Director,  Office 
of  Health  Regulation,  525  W.  Jefferson, 
Springfield,  Illinois  62761. 


SITUATIONS  WANTED 


BOARD-CERTIFIED  OB/GYN  seeking  part- 
time  positions.  Please  reply  to  Box  ^2047, 
c/o  Illinois  Medical  Journal,  Twenty  North 
Michigan  Avenue,  Suite  700,  Chicago,  IE 
60602. 

CERTIFIED  FAMILY-PRACTITIONER  seeking 
part-time  position.  Repiv  to  Box  ^2048,  c/o 
Illinois  Medical  Journal,  Twenty  North  Michi- 
gan Avenue,  Suite  700,  Chicago,  IT  60602. 


FOR  SALE,  LEASE  OR  RENT 

FAMILY  PRACTICE  for  sale.  25  years  old. 


City  of  12,000  ten  miles  from  St,  I.ouis, 
Missouri.  No  OB.  Crossing  $360,000.00 
yeai  ly.  Prii  e-  one  year  net  iiuome.  Reply  to 
Box  ^2073,  c/o  Illinois  Medical  foumal, 
I'wcnty  North  Michigan  Avenue,  .Suite  700, 
Chicago,  11,  60602. 

FAMILY  PRACTICE/INTERNAL  medicine. 
Well  established  and  fully  c(|ui[)[)cd  medical 
office  liuilding  and  practice  available  imme- 
diatelv  for  sale,  contract  or  rent  in  western 
Illinois  community — population  15,000. 
Excellent  family  community.  Terms  negotia- 
ble. (iPs  welcome.  Reply  to  Box  ^2001, 
c/o  Illinois  Medical  Journal,  Twenty  North 
Michigan  Avenue,  .Suite  700,  Chicago,  IE 
60602. 

MEDICAL  EQUIPMENT  for  sale/lease.  New 
and  used  exam  room  furniture,  EKG’s, 
hyfracators,  scales,  diagnostic  equipment, 
stretchers,  more.  Trade-ins  accepted.  Deliv- 
ery available.  800-553-8367. 

WELL  ESTABLISHED  PRACTICE  Joliet  area 
is  for  sale  starting  April  1,  1988.  General 
medicine,  allergies.  Area  code  815-727- 
462 1 . 

DOCTOR'S  OFFICES  FOR  RENT.  Downtown 
Eemont — 12  rooms  (2  offices,  lab  & x-ray,  6 
examining).  Budnik  Enterprise  400  Main — 
Eemont.  (312)  257-2654.  Sue  or  Rita. 

PRACTICE  FOR  SALE:  63  year  old,  2nd 
generation  general  practice;  1 '/a  hour  drive 
so.  of  Chicago;  on  ground  floor  in  two  story 
building,  for  sale  or  rent.  Office  12  rooms 
for  2-3  physicians.  Excellent  accredited  hos- 
pital 4 blocks  away  with  all  specialties. 

OPHTHALMOLOGY  PRACTICE  FOR  SALE 

Excellent  opportunity  for  M.D.  to  assume 
established  general  ophthalmology  practice 
in  south  eastern  Illinois  community.  Cross 
income  $475k,  low  overhead,  modern  equip 
(inch  lasers)  & facilitv  on  grounds  of  100  4- 
bed  hospital.  Will  introduce.  Terms  avail- 
able. Eor  information  call  or  write:  R.  E. 
Hirsh  Associates,  Ltd.,  1855  LInion  Boule- 
vard, Bav  .Shore,  NY  11706,  (516)  665- 
0439. 

THRIVING  OAK  LAWN  ILLINOIS  pi  actice 
netting  $160,000  available.  Good  patient 
load.  Asking  $150,000.  Owner  will  help 
finance.  Professional  Practice  .Sales,  540 
Frontage  Rd.,  Northfield,  11.  60093; 

(312)441-61 11. 

PRESTIGIOUS  EVANSTON  internal  medical 
practice.  Crossing  $2 1 5,000  4- , Adult  orient- 
ed. Asking  $140,000.  Professional  Practice 
Sales,  540  Frontage  Rd.,  Northfield,  IT, 
60093;  (312)441-61 1 1. 

FOR  RENT — Build  your  practice  in  rapidiv 
expanding  Bolingbrook.  New  ultra  modern 
medical/dental  center.  W'ell  etiuipped,  com- 
fortable medical  suites  with  many  amenities. 
Particularly  well  suited  for  internal  medicine 
specialists  and  orthopedic,  ophthalmology, 
pediatrics,  cardiology,  etc.,  physicians  and 
surgeons.  Large  illuminated  and  landscaped 
parking  area.  Eor  more  information,  call 
.Stetson  Realty  Capital  at  (312)  571-6760. 
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PSYCHIATRIC  SOLO  PRACTICE  for  sale. 
Well  established  practice  located  in  prime 
southwest  suburban  area  in  medical  center. 
Call  (312)834-9500.  Ask  for  Carmella. 

USED  MEDICAL  EQUIPMENT.  Examination 
tables,  EKG,  ophthalmoscope,  otoscopes, 
copy  machine,  audiometer  and  many  small 
items.  Call  (217)932-4425. 


MISCELLANEOUS 


FOR  PHYSICIANS  and  residents:  Unsecured 
signature  loans  $5,000-$60,000.  No  points 
or  fees.  Competitive  rates-level  payments. 
Up  to  six  years  to  repay.  Deferred  principle 
option,  confidential-rapid  processing.  For 
information  and  application  call  toll-free 
(800)331-4952,  MediVersal  Dept.  114;  or 
MediFinancial  Services  (512)  836-9126, 

Harper. 

MANUSCRIPT  PREPARATION  for  medical 
journal  publication  to  include  word  process- 
ing, meticulous  proofreading  and  editing  by 
AAMT  certified  medical  transcriptionist. 
Call  RK  Young  (312)  830-9454. 

HEALTH  CARE  PERSONNEL  CONSULTING, 

Inc.,  a division  of  The  Health  Care  Grouji, 
specializes  in  valuation  and  sales.  We  have 
practices  currently  available  in  the  following 
specialty  areas:  dental,  dermatology,  family 
practice,  internal  medicine  and  ophthalmol- 
ogy. For  more  information  regarding  selling 


or  buying  a medical  practice,  contact  our 
brokerage  division  at  Health  Care  Personnel 
Consulting,  Inc.,  Meetinghouse  Business 
Center,  140  West  Germantown  Pike,  Suite 
200,  Plymouth  Meeting,  PA  19462;  or  call 
(215)  828-0919. 

1988  CME  CRUISE/CONFERENCES  on 

medicolegal  issues  & risk  managment — 
Caribbean,  Mexico,  Alaska,  China/Orient, 
Europe,  New  England/Canada,  Trans  Pana- 
ma Canal,  South  Pacific.  Approved  for  24-28 
CME  Cat.  1 Credits  (AMA/PRA)  and  AAFP 
prescribed  credits.  Distinguished  lecturers. 
Excellent  group  rates  on  finest  ships.  Regis- 
tration limited.  Pre-scheduled  in  compliance 
with  IRS  requirements.  Information:  Inter- 
national Conferences,  189  l.odge  Ave.,  Hun- 
tington Station,  NY  11746.  (516)  549- 
0869. 

ASSOCIATION  DES  MEDECINS  de  Eangue 
Francaise  (AMF)  Aux  Etats  Unis.  Joignez 
notre  association.  Tel  312-377-6606  (pm). 
Ecrire  amf  6N273  Denker  Road,  St.  Charles, 
Illinois  60 1 74. 

MEDICARE  PART  B REVIEW  for  physicians 
and  patients.  Careful,  confidential  examina- 
tion of  documentation  turns  “adjustments” 
into  “income.”  Our  fee  is  only  25%  commis- 
sion on  additional  approval.  Services  include 
billing  analysis  and  fair  hearing  representa- 
tion. Extensive  experience  with  major  teach- 
ing hospitals.  Call  Review  Associates  today 
for  brochure,  references.  (312)  338-0337. 


AMELIA  ISLAND  PLANTATION,  FL  (near 
Jacksonville).  Owner  offers  luxurious  2 BR  2 
bath  villa  on  ocean-beach.  Use  of  villas’  pool, 
tennis  court.  45  holes  championship  golf. 
Four  miles  white  sand  beach.  1250  acres  of 
incredible  beauty.  Special  rates.  To  reserve 
villa  1005A  call  1-800-874-6878. 

DISCOUNT  HOLTER  SCANNING.  Services 
starting  at  $40.00.  Spacelabs  holter  recorder 
(cassette)  available  from  $1350.00.  Smallest 
and  lightest  bolters  update.  Fast  service  (24- 
48  hrs.  turn  over).  Hookup  kits  starting  at 
$5.00.  Special  introductory  offer  of  one  free 
test  with  any  purchase  or  lease  of  the  record- 
er. Cardiologist  overread  available  for 
$15.00.  If  interested  call  1-800-248-0153. 

MEDICAL  PRACTICE  SALES.  At  Medidentic 
we  have  the  expertise  and  the  contacts  to  sell 
your  practice.  Buyers  and  sellers,  see  our  ad 
on  page  333.  Medidentic  Practice  Sales — 
(312)  696-0220. 

EXCELLENCE  IN  MEDICAL  OFFICE  SYS- 
TEMS— American  Medical  Software’s  medi- 
cal office  management  system  and  medical 
office  billing  system  are  extremely  easy  to 
install  and  use  on  any  IBM  PC-XT-AT-PS/2, 
or  100%  compatible  computer.  Prices  start- 
ing at  $1,495.  Multi-user  capabilities  and 
exceptional  support  services  are  standard. 
For  free  information  or  optional  demonstra- 
tion disk  ($14.95),  call:  1-800-654-5925;  or 
write:  American  Medical  Software,  Post 
Office  Box  236,  Edwardsville,  Illinois 
62025. 
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IMJ — Illinois  Medical  Journal  (USPS 
258-16000  and  ISSN  0019-2120)  is  pub- 
lished monthly  by  the  Illinois  State  Medical 
Society,  Twenty  North  Michigan  Avenue, 
Suite  700,  Chicago  IL  60602;  (312)  782- 
1 654.  Second  Class  postage  paid  at  Chicago, 
IL  and  at  additional  mailing  offices.  POST- 
MASTER: Send  address  changes  to  the  Illi- 
nois Medical  Journal,  Twenty  North  Michigan 
Avenue,  Suite  700,  Chicago  IL  60602.  Sub- 
scribers: Please  notify  Journal  office  of  any 
address  change,  with  old  mailing  label  if 
possible. 

Copyright,  1988,  the  Illinois  State  Medical 
Society.  All  material  subject  to  this  copyright 
may  be  photocopied  for  the  noncommercial 
purpose  of  scientihc  or  educational  advance- 
ment. 

Contents  of  IMJ  are  listed  in  Index  Medi- 
cus. 

Microhlm  copies  of  current  as  well  as  some 
back  issues  of  the  Illinois  Medical  Journal  may 
be  purchased  from  University  Microfilms, 
Inc.,  Serials  Acquisitions,  300  North  Zeeb 
Road,  Ann  Arbor,  Ml  48106. 


Subscription  $12.00  per  year,  in  advance, 
postage  prepaid  for  the  United  States,  Cuba, 
Puerto  Rico,  Philippine  Islands  and  Mexico. 
$19.00  per  year  for  all  foreign  countries 
included  in  the  Universal  Postal  Union.  Can- 
ada $12.50.  U.S.  current  single  copies  avail- 
able at  $1.00,  ($1.25  by  mail)  back  issues 
$1.50. 

Pharmaceutical  advertising  must  be 
approved  by  the  ISMS  Publications  Commit- 
tee. Other  advertising  accepted  after  review 
by  Publications  Committee  or  Board  of 
Trustees.  Advertisement  in  the  Illinois  Medi- 
cal Journal  is  not  a guarantee  by  the  Illinois 
State  Medical  Society  nor  is  publication  of 
such  advertisement  an  endorsement  of  the 
product  or  the  claims  made  for  the  product 
by  the  advertiser.  The  fact  that  an  advertise- 
ment for  a product,  service  or  company  has 
appeared  in  IM]  shall  not  be  referred  to  in 
collateral  advertising.  All  copy  or  art  must 
reach  the  Journal  office  by  the  hrst  of  the 
month  preceding  publication.  Rates  fur- 
nished upon  request. 

Original  articles  will  be  considered  for 


puoiication  wiin  tne  unaerstanaing  tnat  tney 
are  contributed  only  to  the  Illinois  Medical 
Journal.  The  ISMS  denies  responsibility  for 
opinions  and  statements  expressed  by 
authors  or  in  excerpts,  other  than  editorial  or 
allied  views  or  statements  which  reflect  the 
authoritative  action  of  the  ISMS  or  of  reports 
on  official  actions,  policies  or  positions. 
Views  expressed  by  authors  do  not  necessari- 
ly represent  those  of  the  Society;  any  connec- 
tion with  official  policies  is  coincidental. 

The  Illinois  Medical  Journal  is  published  by  | 
the  Illinois  State  Medical  Society  as  an  edu- 
cational and  professional  information  maga- 
zine and  distributed  as  a benefit  of  member- 
ship in  the  Illinois  State  Medical  Society.  Its 
intent  is  to  keep  members  current  in  medical 
knowledge  as  a part  of  a continuing  medical 
education  program.  Socioeconomic  matters, 
affecting  as  they  do  a changing  pattern  in  the 
proper  delivery  of  medical  care,  are  consid- 
ered an  inherent  element  in  medical  educa- 
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Air 


Physicians  and  patients  are  increas- 
ingly militant  about  the  rights  of 
nonsmokers  and  the  need  for  public 
education  on  the  health  hazards  of 
tobacco  use. 

The  Surgeon  General  has  de- 
clared that  the  nicotine  in  tobacco 
is  as  addictive  as  cocaine  or  heroin. 
He  has  told  the  Congress  that 
300,000  Americans  die  from  tobac- 
co-related causes  each  year.  Koop 
likes  to  present  that  statistic  in  con- 
text, showing  that  alcohol  (alone  or 
in  combination  with  other  drugs) 
accounts  for  129,000  deaths  annu- 
ally, opiates  for  another  4,000  and 
I cocaine  for  2,000  more.  Those  are 
1 serious  numbers.  They  reinforce 
, the  fact  that  tobacco  is  a very  seri- 
ous drug. 

Smoking  was  a major  theme  at 
this  year’s  April  22-23  House  of 
Delegates  meeting.  Our  delegates 
reaffirmed  and  expanded  upon  the 
Society’s  longstanding  opposition 
to  cigarette  smoking. 

House  action  was  both  specihc 
and  practical.  Our  delegates  sought 
to  restrict  smoking  in  public  build- 
i ings,  restaurants,  hospitals,  public 
health  facilities  and  public  trans- 
portation vehicles.  They  demanded 
I that  the  Illinois  Delegation  to  the 
American  Medical  Association  seek 
national  legislation  ending  federal 
! tobacco  farming  subsidies.  And 


they  short-circuited  at  least  one 
political  end-run  by  directing  that 
the  government  should  instead  pro- 
vide a temporary  subsidy  to  help 
tobacco  farmers  convert  to  other 
crops. 

The  Chicago  City  Council  very 
recently  passed  an  ordinance — long 
supported  by  the  Chicago  Medical 
Society — to  restrict  smoking  in 
public  buildings.  I hope  that  our 
state  legislature  will  soon  get  the 
message  and  follow  suit. 

Physicians  can  be  highly  effective 
patient  advocates  in  this  area.  We 
can  raise  the  issues  and  educate  the 
policymakers.  It’s  the  kind  of  volun- 
teer work  we  should  all  hnd  the 
time  to  do.  Our  1988  ISMS  Physi- 
cian Public  Service  Award  winner 
was  recognized,  in  large  part,  for 
his  public  education  efforts  on  the 
dangers  of  cigarettes.  Luke  Bur- 
chard,  M.D.,  has  used  everything 


from  poster  contests  to  student  ral- 
lies to  teach  our  patients  that  smok- 
ing is  not  an  innocent  pastime.  He 
has  worked  with  great  success  to 
build  a coalition  spearheading  sup- 
port for  the  Illinois  Clean  Indoor 
Air  Act. 

Illinois  is  one  of  only  eight  states 
in  the  nation  with  no  restrictions  on 
smoking  in  public  places.  But 
despite  years  of  active  support  from 
ISMS  and  a broad  coalition  of  pub- 
lic health  advocates,  the  Illinois 
Clean  Indoor  Air  Act  fell  short  by 
one  vote  six  weeks  ago.  Some  peo- 
ple are  very  confused. 

Physicians  have  a responsibility  in 
this  context.  It’s  time  that  our  soci- 
ety got  serious  about  this  drug.  We 
can  make  that  happen  by  doing 
what  we  do  best:  bringing  the 
straight  health  facts  to  our  patients 
and  our  communities.  We  need  to 
clear  the  air  on  smoking.  4 


Harry  A.  Springer,  M.D. 

President 
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IN  ANTIHYPERTENSIVE  THERAPY 

PERFORMANCl 


Maintains 

mentai 

performance 


Maintains 

physicai 

performance 


Maintains 

sexuai 

performance 


Maintains  physical,  mental, 
and  sexual  performance 

m Alpha ^ blockers  maintain  normal  hemodynamics 
during  rest  and  exercise^ 

m Seldom  causes  depression,  confusion,  loss 
of  alertness^ 

m Impotence  is  rare — incidence  equal  to  placebo^ 


Significantly  decreases  total  cholesterol*^ 

Effective  in  younger  and  eider 
patients,  blacks  as  well  as  whites' 


Side  effects  generally  were  mild  and  transient.  Dizziness 
and  asthenia  were  most  common.  Others  reported  signifi- 
cantly more  frequently  than  with  placebo  were  nasal 
congestion,  peripheral  edema,  somnolence,  nausea,  pal- 
pitations, and  blurred  vision.  Incidence  of  syncope  (1.0%) 
was  not  significantly  different  from  placebo. 


* HYTRIN  is  not  indicated  for  the  treatment  of  hyperlipidemia. 


HYTRIN 


® Img, 
2mg, 
5mg 
tablets 


(tsraiosinmJSa^Afci 

The  first  once-a-day  alpha^  blocker 


advancing  cardiovascular  care 


Please  see  adjacent  page  for  Brief  Summary  of  prescribing  information 


HYTRIN® 

(terazosin  hydrochloride  tablets) 


Brief  Sonmary 

CLINICAL  PHARMACOLOGY:  Pharmacsdynainics;  Clinical  studies  of  terazosin  used  in  once  a day  (majority) 
and  bj.d  regimens  with  total  doses  usually  in  the  range  of  5-20mg/day,  in  patients  with  mild  or  moderate  hyperten 
«on  Because  terazosin,  like  all  alpha  antagonists,  can  cause  large  falls  in  blood  pressure  after  the  first  oose  or 
first  few  doses,  the  initial  dose  was  Img  in  virtually  all  studies,  with  subsequent  titration  to  a specified  fixed  dose 
or  titration  to  a specified  blood  pressure  end  point. 

Blood  pressure  responses  were  measured  at  the  end  of  the  dosing  interval  (usually  24  hrs ) and  effects  were 
shown  to  persist  Ihrou^out  the  interval,  with  usual  supine  responses  5 1 OmmHg  systolic  and  3 5 SmmHg  diastolic 
greater  than  placebo  The  responses  in  the  standing  position  tended  to  be  somewhat  larger,  although  this  was  not 
true  in  all  studies.  The  magnitude  of  blood  oressure  responses  was  similar  to  prazosin  and  less  than  hydrochlorothi 
azide  (in  a single  study)  In  measurements  24  hrs  after  dosing,  heart  rate  was  unchanged. 

Limrted  measurements  of  peak  response  (2-3  hrs.  after  dosing)  during  chronic  terazosin  administration  indicate 
that  It  IS  more  than  twice  the  trough  (24  hr.)  response,  suggesting  some  attenuation  of  response  at  24  hrs  pre 
si^abfy  due  to  a fall  in  blood  terazosin  concentrations  at  the  end  of  the  dose  interval  This  explanation  is  not  estab 
lished  with  certainty  and  is  not  consistent  with  the  similarity  of  blood  pressure  response  to  once  a day  and  b i d 
dosing.  With  the  absence  of  an  observed  dose  response  relationship  over  a range  of  5 20mg  i e if  blood  concen- 
trations fall  to  the  point  of  providing  less  than  full  effect  at  24  hrs..  a shorter  dosing  interval  or  larger  dose  should 
lead  to  increased  response  Measure  blood  pressure  (BP)  at  the  end  of  the  dose  interval;  if  response  is  not  satis 
factory,  patients  may  be  tried  on  a larger  dose  or  b i d regimen  The  laner  should  be  considered  if  side  eHects 
such  as  dizziness,  p^itations.  or  orthostatic  complaints,  are  seen  within  a few  hours  after  dosing 

The  greater  BP  effect  associated  with  peak  plasma  concentrations  (first  few  hours  after  dosmg)  appears  some 
what  more  position  dependent  (greater  in  the  erect  position)  than  the  effect  of  terazosin  at  24  hrs  In  the  erect  po 
sition  there  is  a 6-10  bpm  increase  in  heart  rate  in  the  first  few  hours  after  dosing.  During  the  first  3 hrs  after 
dosing  1 2.5%  of  patients  had  a systolic  pressure  fall  of  30mmHg  or  more  from  supine  to  standing  or  standing  sys 
lolic  pressure  below  SOmmHg  with  a fall  of  at  least  20mmHg.  compared  to  4%  of  a placebo  group. 

INDICATIONS  AND  USAGE:  Indicated  for  the  treatment  of  hypertension. 

CONTRAINDICATIONS;  None  known 


WARNIN^:  Syncope  ood  ' First-dose*'  Effect:  Terazosin,  like  other  aipba-adrenergic  Mocking  agents,  can 
caoM  HurkM  hypotension,  especially  postural  hypotension,  and  syncope  in  association  with  ^ first  dose 
» fww  dosos.  A similar  effect  may  occur  if  therapy  is  interrupted  for  more  than  a few  doses.  Syncope 
has  hoeo  reported  with  otfier  alpha-adrenergic  blocking  agents  in  association  with  rapid  dosage  iiwreases 
w introwction  of  another  antihyperteiisive  orug.  Syncope  may  be  doe  to  an  excessive  postural Vpomnsive 
e^t.  althoiigh  oc^ionally  the  syncopal  episode  has  been  preceded  by  severe  supraventricubr  tachycardia 
wrtb  heart  rates  of  120- 160  bpm. 

To  dcsruM  tfw  likelihood  of  syncope  or  excessive  hypotension,  always  initiate  treatment  with  a Img 
dOM  at  bedtime.  The  2mg  and  Smg  tablets  are  not  indicated  as  initial  therapy.  Increase  dosage  slowly,  and 
add  additional  antibypertensive  agents  with  caution.  Caution  patients  to  avoio  situations  where  iniury  could 
result  if  syncope  occurs  during  initiation  of  therapy. 

In  early  sludies.  where  increasing  single  doses  up  lo  7 5mg  were  given  at  3 day  intervals,  tolerance  to  (he  first 
dose  phenomenon  did  not  necessarily  develop  and  the  "first  oose"  effect  was  observed  at  all  doses  Syncopal  epi 
Mdes  occurred  in  3 of  14  subjects  given  doses  of  2 5.  5.  and  7. Smg.  which  are  higher  than  the  recommended  initial 
dose  Severe  onhostaiic  hypotension  (BP  50/0mmHg)  was  seen  in  two  others  ana  dizziness  tachycardia  and  light 
headedness  occurred  in  most  subjects  These  adverse  effects  all  occurred  within  90  min  of  dosing 

In  multiple  dose  clinical  trials  involving  nearly  2000  patients,  syncope  was  reported  in  about  1%  of  patients  in 
no  case  severe  or  prolonoed.  and  was  not  necessarily  associated  with  early  doses 

If  syncope  occurs,  place  patient  in  recumbent  position  and  treat  supportrvefy.  There  is  evidence  that  the 
orthostatic  effect  of  terazosin  is  greater,  even  in  chronic  use.  shortly  aner  dosing. 

PRECAUTIONS:  General  Ortkestatk  Hfpoteetiem:  While  syncope  is  the  most  severe  orthostatic  effect  of 
terazosin,  other  symptoms  ol  lowered  BP,  such  as  dizziness,  lightheadedness  and  palpitations,  are  more  common, 
occurring  in  28%  of  patients  in  clinical  trials  Patients  with  occupations  in  which  such  events  represent  poteniia) 
problems  should  be  treated  with  particular  caution 

Momation  for  Patients  Make  aware  of  possibility  of  syncopal  and  orthostatic  symptoms,  especially  at  initiation 
q\  therapy,  and  to  avoid  driving  or  hazardous  tasks  for  12  hrs  after  the  first  dose,  after  a dosage  increase,  and 
after  interruption  of  therapy  when  treatment  is  resumed  Caution  to  avoid  situations  where  injury  could  result 
should  syncope  occur  during  initial  therapy.  Advise  to  sit  or  he  down  when  symptoms  of  lowered  Br  occur  and  to 
nse  carefully  from  a sitting  or  lying  position  Bothersome  dizziness,  lightheadedness.  or  palpitations  should  be 
reported  to  physician 

Tell  patients  that  drowsiness  or  somnolence  can  occur,  requiring  caution  in  people  who  must  drive  or  operate 
heavy  machinery. 

Laboratory  Tests  Small  but  statistically  significant  decreases  in  hematocrit,  hemoglobin.  WBC,  total  protein  and 
albumin  were  observed  in  clinical  trials  The  magnitude  of  decreases  did  not  worsen  with  time  These  findings  sug- 
gest the  possibility  of  hemodilution 

Drug  Interactions  In  controlled  trials,  terazosin  was  added  lo  diuretics,  and  several  beta  adrenergic  blockers,  no 
unexpected  interactions  were  observed.  Terazosin  has  also  been  used  concomitantly  without  interaction  in  at  least 
50  patieriis  on  the  following;  1)  analgesic/anii  mflammaiory  (acetaminophen,  aspirin,  codeine,  ibuprofen  indo 
methacin).  2)  antibiotics  (erythromycin,  trimethoprim  and  sulfamethoxazole).  3)  anticholinergic/sympathomimet 
KS  (phenviephrine  HCI.  phenylpropanolamine  HCl.  pseudoephedrine  HCl).  4)  antigout  (allopurinol).  §)  anlihisia 
mines  (chlorpheniramine),  6)  cardiovascular  agents  (atenolol,  hydrochlorotmazide  methyclothiazide  pro 
pranolol),  7)  corticosteroids.  8)  gastrointestinal  agents  (antacids).  9)  hypoglycemics  10)  sedatives  and  tranquil 
izers  (diazepam). 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility  HYTRIN  was  devoid  of  mutagenic  potential  when  evaluated 
m VIVO  and  in  vitro 

HYTRIN,  administered  in  feed  to  rats  at  doses  of  8.  40,  and  250mg/kg/day  for  2 yrs . was  associated  with  a 
statistically  significant  increase  in  benign  adrenal  medullary  tumors  of  male  rats  exposed  to  the  250mg/kg  dose 
This  dose  is  695  X max  recommended  human  dose  (20mg/55kg)  Female  rats  were  unaffected  HYTRIN  was  not 
oncogenic  in  mice  when  administered  in  feed  for  2 yrs  at  a maximum  tolerated  dose  of  32mg/kg/day 

The  absence  of  muiaoenicity  in  a battery  of  tests,  of  tumorigenicity  of  any  cell  type  in  the  mouse  carcinogenicity 
assay,  of  increased  total  tumor  incidence  in  either  species,  and  of  proliferative  adrenal  lesions  m lemale  rats  sug 
pests  a male  rat  species  specific  event  Numerous  other  diverse  pharmaceutical  and  chemical  compounds  have 
been  associated  with  these  tumors  in  male  rats  without  supporting  evidence  for  carcinogenicity  in  man 
Effects  on  fertility  were  assessed  in  a standard  fertility/reproductive  performance  study  m which  male  and 
i"Jn*  administered  oral  doses  of  8,  30  and  120mg/tg/day  Four  of  20  male  rats  given  30mg/kg  and  5 

of  19  male  rats  given  120mg/kg  failed  to  sire  a litter  Testicular  weights  and  morphology  were  unaffected  Vaginal 
wnears  at  30  and  120mg/kg/day  appeared  to  contain  less  sperm  than  smears  from  control  matings  and  good  corre 
lation  was  reported  between  sperm  count  and  subsequent  pregnancy. 

V®'  ^ elicited  a slatislically  significant  increase  in  testicular  atrophy  in  rats  exposed  to  40  and 
250mg/kg/day,  but  not  in  rats  exposed  to  8mg/kg7day  ( > 20  X max  recommended  human  dose)  Testicular  atro 
phy  was  observed  in  dogs  dosed  with  300mg/jm/dav  ( > 800  X max  recommended  human  dose)  for  3 months  but 
not  after  1 yr  when  dosed  with  20mg/kg/day  This  lesion  has  also  been  seen  with  Minipress* 

Pregnancy  Teratogenic  effects:  Pregnancy  Category  C.  There  are  no  adequate  and  well  controlled  studies  in  preg 
nant  women  and  the  safety  of  terazosin  in  pregnancy  has  not  been  established  HYTRIN  is  not  recommended  during 
preonancy  unless  potential  benefit  justifies  potential  risk  to  mother  and  fetus 

Nonteraiogenic  effects  In  a pen  and  Dost  natal  development  study  in  rats,  significantly  more  pups  died  in  the 

roup  dosed  with  120mg/kg/day  (>  300  X max  recommended  human  dose)  than  in  the  control  group  during  the 
week  post  partum  period 

Nursing  Mothers  It  is  not  known  whether  terazosin  is  excreted  in  breast  milk,  therefore,  exercise  caution  when 

administering  terazosin  to  a nursing  woman 

Pediatric  Use  Safety  and  effectiveness  have  not  been  determined 


ADVERSE  REACTIONS:  The  prevalence  of  adverse  reactions  has  been  ascertained  from  14  placebo  controlled 
studies  conducted  primarily  in  the  U S The  studies  involved  once  a day  administration  of  terazosin  as  monotherapy 
or  in  combination  with  other  antihypenensive  agents,  at  doses  ranging  from  1 to  40mg  All  adverse  events  reported 
during  these  studies  were  recorded  as  adverse  reactions  Adverse  events  where  the  prevalence  rate  in  the  terazosin 
group  was  at  least  5%.  where  the  prevalence  rate  for  the  terazosin  group  was  at  least  2%  and  was  greater  than 
me  prevalence  rate  for  the  placebo  group,  or  where  the  reaction  is  of  particular  interest  are  summarized  below 
Only  asthenia,  blurred  vision  dizziness,  nasal  congestion,  nausea,  peripheral  edema,  palpitations  and  somnolence 
were  significantly  (p<0  05)  more  common  in  patients  receivino  terazosin  than  in  patients  receivmo  placebo 
Other  events  include  (%TERAZOSIN-%PLACEBO];  asthenia  (11  3%  4 3%).  back  pain  (2  4%  1 2W  blurred 
vision  (1  6%  0%).  depression  (0.3%  0 2%).  dizziness  (19.3%  7 5%).  dyspnea  (3.1%  2 4%)  edema  (0  9%  0 6%) 
headache  (16,2%  15  8%),  impotence  (1.2%  14%).  libido  decreased  (0  6%  0.2%)  nasal  congestion 
p95^-3.4%).  nausea  (44%  1.4%),  nervousness  (2.3%  1.8%).  pain  extremities  (3.5%-3%)  palpitations 
(4.3%-12%).  paresthesia  (2.9%  14%).  peripheral  edema  (5  5%  2 4%).  postural  hypotension  (13%-0  4%) 
sinusitis  (2  6%  1.4%).  somnolence  (5.4%  2 6%).  tachycardia  (1  9%-1.2%).  weight  gam  ((J.5%  0 2%) 

Adverse  reactions  were  usually  mild  or  moderate  in  intensity  but  sometimes  were  serious  enough  lo  interrupt 
treatment  Adverse  reactions  that  were  most  bothersome  as  judged  by  being  reported  as  reasons  for  discontinuation 
0.5%  of  the  terazosin  group  and  being  reported  more  often  than  in  the  placebo  group 
(%TERA20SIN-%PLACEB0]  are;  asthenia  (1  6%  C)%).  blurred  vision  (0  6%-0%).  dizziness  (3  1%  0 4%)^dvs 
headache  (1.3%-1%).  nasal  congestion  (06%  0%),  nausea  (0.8%-0%)  palpitations 
(1  4%  0.2%).  paresthesia  (0  8%  0.2%),  peripheral  edema  (0  6%  0%),  postural  hypotension  (0  5%  0%)  somno 
lence  (0.6%  0 2%).  syncope  (0.5%  0.2%).  tachycardia  (0.6%-0%) 

Additional  adverse  reactions  have  been  reported,  but  these  are  not  distinguishable  from  symptoms  that  might 
have  occurred  in  the  absence  of  exposure  to  terazosin  The  following  additional  adverse  reactions  were  reported 
by  at  least  1%  of  1987  patients  who  received  terazosin  in  clinical  sturfies  or  during  marketing  experience  abdomi- 
nal pain,  abnormal  vision,  anxiety,  arrhythmia,  arthralgia,  arthritis,  bronchitis,  chest  pam.  cold  symptoms,  conjunc 
tivitis.  constipation,  diarrhea,  dry  mouth,  dyspepsia,  epistaxis.  facial  edema,  fever,  flatulence,  flu  symptoms,  gout 
increased  cough,  insomnia,  joint  disorder,  myalgia,  neck  pain,  pharyngitis,  pruritus,  rash,  rhinitis,  shoulder  pain 
sweating,  tinnitus,  urinary  frequency,  urinary  tract  infection,  vasodilation,  vomiting. 

DOSAGE  AND  ADMINISTRATION;  Oose  and  dose  interval  (12  or  24  hrs ) should  be  adjusted  accordino  to  BP  re 
sponse. 

Initial  Dose;  Img  at  bedtime  Observe  the  initial  dosing  regimen  strictly  to  minimize  potential  for  severe  hypoten 
sive  effects 


Subseauent  Doses:  Slowly  increase  dose  to  achieve  desired  BP  response  Usual  dose  range  is  Img  to  Smg  once 
3 d9V  Some  patients  may  benefit  from  doses  up  to  20mg/day  Doses  over  20mg  do  not  appear  to  provide  further 
BP  effect  Boses  over  40ma  have  not  been  studied.  Monitor  BP  at  the  end  of  dosing  interval  to  assure  control  is 
mamtained  It  may  be  helpful  to  measure  BP  2 3 hrs.  after  dosing  lo  see  if  maximum  and  minimum  responses  are 
Similar,  and  lo  evaluate  symptoms  which  can  result  from  excessive  hypotensive  response  ff  response  is  substan 
lially  diminished  at  24  hrs.  consider  an  increased  dose  or  b i d.  regimen  If  •dministration  is  discontinued  for 
several  days  or  longer,  reinstitute  therapy  using  initial  dosing  regimen.  In  clinical  trials,  except  for  the  initial 
dose,  the  dose  was  given  in  the  morning. 

Um  With  Other  Drugs:  Caution  should  be  observed  when  terazosin  is  administered  concomitantly  with  other  an 
tihypertensive  agents  (e  g , calcium  antagonists)  lo  avoid  the  possibility  of  significant  hypotension  V^en  adding  a 
diuretic  or  other  antibypertensive  agent,  dosage  reduction  and  retitration  may  Be  necessary. 

August.  1987  Abbott  Health  Cme  Products.  Inc.  North  Chicago.  IL  60064 8023854/R 

References:  1 . Ozau  VJ:  Evolution  of  the  clinical  management  of  hyper- 
tension; Emerging  role  of  "specific"  vasodilators  as  initial  therapy.  Am  J Med 
1987;82(suppl  1A):36-43.  2.  Data  on  file,  Abbott  Pharmaceuticals.  3.  Mersey 
JH:  Alphai-blockade  in  hypertension  management.  Prim  Cardiol  1987;13: 
93-101.  4.  Hytrin:  Product  Information  Abbott  Pharmaceuticals. 


OBITUARIES 


*Bloch,  Winston  N.,  Quincy,  died  April  2,  1988,  at  the 
age  of  45.  Dr.  Bloch  was  a 1968  graduate  of  the 
University  of  Kentucky  Medical  School. 

*Bourque,  Joseph  N.,  Moline,  died  September  23, 
1987,  at  the  age  of  67.  Dr.  Bourque  was  a 1949 
graduate  of  the  University  of  Health  Sciences/Chicago 
Medical  School. 

**Goldenberg,  Max  M.,  Belleville,  died  April  6,  1988, 
at  the  age  of  74.  Dr.  Goldenberg  was  a 1935  graduate 
of  Washington  University  School  of  Medicine,  St. 
Louis. 

“Gustafson,  Joseph  G.,  Moline,  died  April  9,  1988, 
at  the  age  of  80.  Dr.  Gustafson  was  a 1935  graduate  of 
the  University  of  Illinois  College  of  Medicine,  Chica- 
go- 

Murphy,  Cornelius  E.,  Wilmette,  died  December  7, 
1987,  at  the  age  of  82.  Dr.  Murphy  was  a 1933 
graduate  of  Loyola  University  Stritch  School  of  Medi- 
cine, Maywood. 

**Rubin.  Harold  X.,  Chicago,  died  April  13,  1988,  at 
the  age  of  84.  Dr.  Rubin  was  a 1932  graduate  of  the 
University  of  Illinois  College  of  Medicine,  Chicago. 


*Indicates  ISMS  member 

**Indicates  member  of  ISMS  Fifty  Year  Club 
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Before  prescribing,  see  complete  prescribing 
Information  In  SKtF  LAB  CO.  llterMure  or  PDR. 
The  following  Is  a brief  summary. 
Contraindications:  There  are  no  known  contraindi- 
cations to  the  use  of  Tagamet  '. 

Precautions:  While  a weak  antlandrogenic  effect 
has  been  demonstrated  In  animals,  Tagamet'  has 
been  shown  to  have  no  effect  on  spermatogenesis, 
sperm  count,  motility,  morphology  or  In  vitro  fertiliz- 
ing capacity  In  humans. 

In  a 2a-month  toxicity  study  In  rats  at  dose  levels  ap- 
proximately 9 to  56  times  the  recommended  human 
dose,  benign  Leydig  cell  tumors  were  seen.  These 
were  common  In  both  the  treated  and  control 
groups,  and  the  Incidence  became  significantly 
higher  only  In  the  aged  rats  receiving  Tagamet '. 

Rare  Instances  of  cardiac  arrhythmias  and  hypoten- 
sion have  been  reported  following  the  rapid  admin- 
istration of  Tagamet ' HCI  (brand  of  cimetidine  hy- 
drochloride) Injection  by  intravenous  bolus. 
Symptomatic  response  to  'Tagamet'  therapy  does 
not  preclude  the  presence  of  a gastric  malignancy. 
There  have  been  rare  reports  of  transient  healing  of 
gastric  ulcers  despite  subsequently  documerited  ma- 
lignancy. 

Reversible  confuslonal  states  have  been  reported  on 
occasion,  predominantly  In  severely  III  patients. 
Tagamet'  has  been  reported  to  reduce  the  hepatic 
metabolism  of  warfarin-type  anticoagulants,  pheny- 
toln,  propranolol,  chlordlazepoxide,  diazepam,  lido- 
calne,  theophylline  and  metronidazole.  Clinically  sig- 
nificant effects  have  been  reported  with  the 
warfarin  anticoagulants:  therefore,  close  monitor- 
ing of  prothrombin  time  Is  recommended,  and  ad- 
justment of  the  anticoagulant  dose  may  be  neces- 
sary when  Tagamet'  is  administered  concomitantly. 
Interaction  with  phenytoln,  lidocaine  and  theophyl- 
line has  also  been  reported  to  produce  adverse  clini- 
cal effects. 

However,  a crossover  study  In  healthy  subjects  re- 
ceiving either  'Tagamet'  300  mg.  q.l.d.  or  800  mg, 
h.s.  concomitantly  with  a 300  mg.  bJ-d.  dosage  of 
theophylline  (Theo-Our^,  Key  Pharmaceuticals,  Inc./, 


demonstrated  less  alteration  In  steady-state  theo- 
phylline peak  serum  levels  with  the  BOO  mg.  h.s.  regi- 
men, particularly  In  subjects  aged  54  years  and  older. 
Data  beyond  ten  days  are  not  available.  (Note:  All 
patients  receiving  theophylline  should  be  monitored 
appropriately,  regardless  of  concomitant  drug  ther- 
kpy-l 

Lack  of  experience  to  date  precludes  recommending 
'Tagamet'  for  use  In  pregnant  patients,  women  of 
childbearing  potential,  nursing  mothers  or  children 
under  16  unless  anticipated  benefits  outweigh  po- 
tential risks;  generally,  nursing  should  not  be  under- 
taken In  patients  taking  the  drug  since  cimetidine  Is 
secreted  In  human  milk. 

Adverse  Reactions:  Diarrhea,  dizziness,  somno- 
lence, headache,  rash.  Reversible  arthralgia,  myalgia 
and  exacerbation  of  joint  symptoms  In  patients  with 
preexisting  arthritis  have  been  reported.  Reversible 
confuslonal  states  fe.g.,  mental  confusion,  agitation, 
psychosis,  depression,  anxiety,  hallucinations,  disori- 
entation), predominantly  In  severely  III  patients, 
have  been  reported.  Gynecomastia  and  reversible 
Impotence  In  patients  with  pathological  hypersecre- 
tory disorders  receiving  Tagamet',  particularly  In 
high  doses,  for  at  least  12  months,  have  been  re- 
ported. Reversible  alopecia  has  been  reported  very 
rarely.  Decreased  white  blood  cell  Counts  In 
Tagamet '•treated  patients  /approximately  I per 
100,000  patients),  including  agranulocytosis  /ap- 
proximately 3 per  million  patients),  have  been  re- 
ported, Including  a few  reports  of  recurrence  on  re- 
challenge.  Most  of  these  reports  were  In  patients 
who  had  serious  concomitant  Illnesses  and  received 
drugs  and/or  treatment  known  to  produce  neutrope- 
nia. Thrombocytopenia  /approximately  3 per  million 
patients)  and  a few  cases  of  aplastic  anemia  have 
also  been  reported.  Increased  serum  transaminase 
and  creatinine,  as  well  as  rare  cases  of  fever.  In  tersti- 
tial nephritis,  urinary  retention,  pancreatitis  and  al- 
lergic reactions.  Including  hypersensitivity  vascu- 
litis, have  been  reported.  Reversible  adverse  hepatic 
effects,  cholestatic  or  mixed  cholestatic- 
hepatocellular  in  nature,  have  been  reported  rarely. 
Because  of  the  predominance  of  cholestatic  features, 
severe  parenchymal  Injury  Is  considered  highly  un- 


likely. A single  case  of  biopsy-proven  periportal 
hepatic  fibrosis  In  a patient  receiving  Tagamet ' has 
been  reported. 

How  Supplied:  tablets:  200  mg.  tablets  In  bottles 
of  too;  300  mg.  tablets  In  bottles  of  100  and  Single 
Unit  Packages  of  100  /Intended  for  Institutional  use 
only):  400  mg.  tablets  In  bottles  of  60  and  Single 
Unit  Packages  of  100  (Intended  for  Institutional  use 
only),  and  BOO  mg.  Tlltab*  tablets  In  bottles  of  30 
and  Single  Unit  Packages  of  100  (Intended  for  Insti- 
tutional use  only). 

Liquid:  300  mg./5  ml..  In  8 fl.  oz.  (237  ml.)  amber 
glass  bottles  and  In  single-dose  units  (300  mg./5  ml.), 
in  packages  of  10  (Intended  for  Institutional  use 
only). 

Injection; 

Vials:  300  mg./2  ml.  In  single-dose  vials.  In  packages 
of  to  and  30,  and  In  8 ml.  multiple-dose  vials.  In 
packages  of  10  and  25, 

Prefilled  Syringes:  300  mg./2  ml.  In  single-dose  pre- 
filled disposable  syringes. 

Plastic  Containers;  300  mg.  In  50  ml.  of  0.9%  So- 
dium Chloride  In  single-dose  plastic  containers.  In 
packages  of  4 units,  hlo  preservative  has  been 
added. 

ADD-Vantage'^'  Vials;  300  mg.l2  ml.  In  single-dose, 
AOP-Vantage^  Vials,  In  packages  of  25. 

Exposure  of  the  premixed  product  to  excessive  heat 
should  be  avoided.  It  Is  recommended  the  product  be 
stored  at  controlled  room  temperature.  Brief  expo- 
sure up  to  40  °C  does  not  adversely  affect  the  pre- 
mixed product. 

Tagamet ' HCI  (brand  of  cimetidine  hydrochloride)  In- 
jection premixed  In  single-dose  plastic  containers  Is 
manufactured  for  SK&F  Lab  Co.  by  Travenot  Labora- 
tories, Inc.,  Deerfield,  IL  60015, 

* ADD-Vxntxgeets  a trademark  of  Abbott  Laboratories. 
aRS-T0X73B  Pate  of  issuance  Apr.  1987 
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You'll  both  feel  good  about  it. 


ABSTRACTS  OF  ACTIONS 


These  abstracts  are  published  so  that  members  of  the 
Illinois  State  Medical  Society  may  keep  advised  of  the  actions 
of  the  Board  of  Trustees.  They  cover  only  major  actions  and 

April  21-24,  1988 


BEAUTIFUL  BABIES  CAMPAIGN 

The  Beautiful  Babies  campaign  is  being  sponsored 
by  WBBM  Television  and  the  University  of  Chicago 
Hospital  to  encourage  prospective  mothers  to  obtain 
prenatal  care,  and  the  Society  has  been  asked  to  give 
their  formal  endorsement  to  the  project.  Representa- 
tives of  the  campaign  have  reported  on  the  impact  of 
the  Washington,  D.C.  campaign  which  occurred  last 
year  and  serves  as  the  model  for  the  Chicago  area 
project.  Public  health  clinic  prenatal  visits,  previously 
on  the  decline  in  the  Washington,  D.C.  area,  are  up 
21%  since  the  beginning  of  the  campaign.  Governor 
Thompson  has  offered  an  endorsement. 

The  Board  endorsed  pursuing  active  physician  and 
staff  involvement  in  the  “Beautiful  Babies”  campaign, 
including  placement  of  physicians  on  key  committees. 

The  Board  also  authorized  the  investigation  of 
means  for  ISMS  to  serve  as  a visible  promoter  of  the 
project,  recognizing  budget  constraints,  including  such 
avenues  as  notifying  pertinent  ISMS  membership,  fea- 
turing the  campaign  in  IMJ  and  other  means  of  gaining 
visibility  for  the  program  in  the  medical  community. 

DRUGS  AND  THERAPEUTICS 

The  Board  approved  that  the  following  drug  prod- 
ucts be  recommended  for  inclusion  in  tbe  IDPA  Drug 
Manual:  Enkaid  (Encainide);  Microx  (Metalazone); 
Prinivil  (Lisinopril);  Rowasa  (Mesalamine);  and  Zestril 
(Lisinopril). 

The  Board  also  recommended  that  IDPA  not  include 
miscellaneous  vitamin  supplements  in  its  Drug  Manu- 
al. 

After  reconsideration  of  an  adverse  Committee  rec- 
ommendation, the  Board  recommended  that  IDPA  not 
include  the  drug  product  Xanax  in  the  IDPA  Drug 
Manual. 

The  Board  further  recommended  that  IDPA  delete 
the  drug  product  Tonocard  from  the  Drug  Manual. 

FEDERAL  HEALTH  CARE  QUALITY  IMPROVEMENT 
ACT 

Congress  enacted  and  the  President  signed  into  law 
in  1986  the  Health  Care  Quality  Improvement  Act 
(S  1744).  Under  this  Act,  several  provisions  are  in 


are  not  intended  as  a detailed  report.  Full  minutes  of  the 
meetings  are  available  for  review  upon  any  member’s  request 
to  the  headquarters  office  of  the  ISMS. 

Westin  O’Hare  Hotel 


place,  two  of  which  are  of  particular  importance  to  the  : 
medical  profession.  One  is  creation  of  a national 
register  on  disciplinary  actions  under  which  all  adverse 
peer  review  or  credentialing  actions  must  be  reported, 
as  well  as  any  indemnification  in  a malpractice  action. 
The  mechanisms  for  reporting  were  recendy  identified 
in  the  Federal  Register  as  a proposed  rule.  The  second 
issue  deals  with  the  national  clearinghouse  itself,  for 
which  no  contract  has  been  given  as  yet.  Additionally, 
Congress  has  provided  no  funding  at  this  time.  Since 
there  are  several  elements  which  are  questioned  in  the 
proposed  rule,  the  Board  authorized  the  Chairman  to 
submit  comments  to  the  Department  of  Health  and 
Human  Services  prior  to  the  deadline  date  of  May 
22. 

MEDICARE  HMO  REVIEW 

Subsequent  to  a competitive  bid  process  last  year, 
HCFA  awarded  a contract  for  review  of  services  pro- 
vided to  Illinois  Medicare  beneficiaries  enrolled  in 
HMOs  to  Quality  Quest,  a Minnesota  based  organiza- 
tion. Crescent  Counties  Foundation  for  Medical  Care 
has  informed  ISMS  that  HCFA  has  now  directed  Blue 
Cross-Blue  Shield  of  Illinois,  the  Part  A Medicare  fiscal 
intermediary,  to  release  data  tapes  to  Quality  Quest 
concerning  HMO  admissions.  Although  Quality  Quest 
should  have  access  to  HMO  data  because  of  its  review 
contract  with  HCFA,  the  Board  believes  that  it  is 
inappropriate  for  Quality  Quest  to  obtain  physician 
and  patient  specific  data  about  other  hospital  admis- 
sions. A particular  concern  is  the  use  of  such  data  by 
Quality  Quest  as  an  outside  entity.  The  Board  agreed  to 
protest,  to  the  appropriate  entities,  the  release  of  data, 
other  than  specific  Medicare  HMO  admission  data,  to 
Quality  Quest. 

OTHER  ACTIONS 

In  addressing  various  other  issues,  the  Board: 

■ Noted  the  resignation  of  Dr.  Robert  C.  Hamilton, 
Third  District  Trustee,  effective  April  23,  1988. 

■ Reviewed  in  executive  session  the  issue  of  mandato- 
ry assignment  and  possible  amendments  to  the 

(Continued  on  page  380) 
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just  vuhat  the  doctor  ordered. 


brand  of 


Librium 

chlordiazepoxide  HCl/Roche  @ 

5-mg,  10-mg,  25-mg  capsules 

Keep  your  prescribing  decisions  yours. 


Copyright  © 1988  by  Roche  Products  Inc.,  Manati, 
Puerto  Rico  00701.  All  rights  reserved. 


THE  INFORMED  PHYSICIAN 

The  informed  physician  knows  what  ouestions  to  ask,  what  issues  to  resolve  and  when  to  consult  al 

ATTORNEY,  ACCOUNTANT  OR  ACTUARY  WHEN  CONSIDERING  CONTRACTING  WITH  ALTERNATIVE  DELIVERY  SYSTEMS 

The  isms  Office  of  Contractual  Services  presents  “The  Informed  Physician’’  as  an  educationai 

TOOL  DESIGNED  TO  ILLUSTRATE,  THROUGH  REAL-LIFE  SITUATIONS,  THE  SIGNIFICANT  LEGAL  AND  ECONOMIC  ISSUES 
WHICH  FREQUENTLY  ACCOMPANY  CONTRACTS  FOR  THE  DELIVERY  OF  HEALTH  CARE,  AND  TO  ALERT  PHYSICIANS  01 
WAYS  IN  WHICH  CONTRACTS  MAY  AFFECT  THE  PRACTICE  OF  MEDICINE. 


A Look  at  Indemnification 

Plain  Talk 
About 
Who  Pays 


By  Judee  Gallagher,  J.D./ Chicago 


Why  would  a multispecialty  medical 
group  pay  the  bills  of  an  HMO? 
Because  its  HMO  contract  contain- 
ed an  indemnification — a promise 
to  be  responsible  for  someone  else’s 
liabilities.  In  this  case  the  bills  total 
over  a half  million  dollars.  They 
include  a judgment  against  the 
HMO,  plus  attorney  fees  and 
defense  costs  in  a medical  malprac- 
tice suit.  The  HMO,  the  treating 
physician’s  group  and  the  treating 
physician  were  named  in  that  suit. 

Will  the  group’s  insurance  pro- 
vide coverage  for  the  HMO  bills? 
No.  Most  professional  liability 
insurance  policies,  including  the 
Illinois  State  Medical  Inter-Insur- 
ance Exchange  Policy,  specifically 
exclude  from  coverage  liabilities 
which  you  (or  your  corporation  or 
partnership)  assume  because  of  a 
contract.  And  that  is  what  an 
indemnification  clause  is — an 
agreement  to  assume  someone 
else’s  liability.  Professional  liability 
insurance  companies  generally  cov- 


er you  for  your  actions  or  omissions 
which  could  comprise  medical  mal- 
practice, but  not  for  the  liability  of 
others  that  you  have  assumed  by 
signing  a contract.  If  you  sign  a 
contract  with  an  indemnification 
clause,  your  own  personal  assets  are 
at  risk. 

Are  indemnification  clauses  easy 
to  spot?  Sometimes.  If  you  see  the 
word  “indemnify”  or  the  phrase 
“indemnify  and  hold  harmless” 
your  contract  contains  an  indemni- 
fication. Sometimes  an  indemnifica- 
tion looks  something  like  this:  “The 
Physician  shall  indemnify  and  hold 
harmless  the  ABC  HMO  from  and 
against  any  liability  arising  under 
the  contract.”  But  it  could  be  much 
longer.  And  not  all  indemnifica- 
tions actually  use  the  word  “indem- 
nify,” although  the  informed  read- 
er can  usually  recognize  one.  Look 
for  all  statements  regarding  your 
responsibilities.  Consider  this  one; 
“Physician  is  responsible  for  all  liabil- 
ities, claims,  and  damages  including 


attorney  fees  arising  from  medical 
care.”  If  both  you  and  your  con- 
tractor— an  HMO,  PPO,  or  IPA — 
are  sued  for  negligence  on  account 
of  “medical  care,”  you  would  be 
responsible  for  payment  of  the  other 
party’s  attorney  fees  and  the  cost  of 
defense.  If  there  were  a judgment 
against  the  other  party,  you,  argu- 
ably, could  be  held  responsible  for 
paying  it.  These  costs  are  out  of 
pocket.  Malpractice  insurance 
would  not  cover  them. 

Many  contracts  containing  provi- 
sions whereby  the  physician  indem- 
nifies the  HMO  from  any  claims 
arising  from  medical  care  also  pro- 
vide that  the  HMO  indemnifies  the 
physician  against  claims  arising  out 
of  administrative  services.  But  this 
does  not  solve  the  problem  with 
physician  indemnification.  Many 
HMOs  make  medical  necessity  deci- 
sions and  effect  “medical  care” 
through  their  utilization  manage- 
ment systems.  Even  if  it  were  possi- 
ble (and  it  is  not)  for  the  physician 
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HMO 

PPO 

IPA 


Before 

you 

sign, 

negotiate 

Before 

you 

negotiate, 

review 


le  ISMS  Office  of  Contractual  Services  reviews  HMO,  PPO  and  IPA  contracts 
r members.  The  cost  is  $100  per  review. 

wiews  do  not  constitute  legal  advice.  They  provide  a working  document  which 
ghlights  key  issues,  such  as  malpractice  coverage,  reimbursement  concerns 
id  practice  limitations. 

ir  further  information  contact: 

MS  Office  of  Contractual  Services 
venty  North  Michigan  Ave.,  Suite  #700 
hicago,  Illinois  60602 

12)  782-1654  or  (800)  782TSMS 


and  the  HMO  to  separate  “medical 
care”  and  “administrative”  func- 
tions into  neat  categories,  there  is 
no  reason  to  believe  that  the  plain- 
tiff will  obey  the  categorizations  and 
only  sue  physicians  for  “medical 
care.”  Once  you  become  a co- 
defendent  with  an  HMO  for  liabili- 
ties created  by  “medical  care,”  your 
indemnification  kicks  in  and  you  are 
liable  for  any  judgment  against  the 
HMO.  Even  if  there  is  no  judgment 
against  it,  you  remain  liable  for  its 
attorney  fees  and  expenses. 

Because  you’re  an  informed  phy- 
sician who  recognizes  the  complex 
issues  involved  in  contracts  for  the 
delivery  of  medical  care,  your  first 
step  was  to  send  the  contract 
offered  you  or  your  IPA  to  the 


ISMS  Office  of  Contractual  Ser- 
vices. As  a members  only  service,  the 
office  provides  objective  comments 
on  any  HMO,  PPO  or  IPA  contract 
for  the  nominal  fee  of  $100.  Con- 
tract reviews  highlight  “standard  of 
care,”  compensation  and  insurance 
issues,  and  pinpoint  ambiguous  lan- 
guage and  inconsistent  or  contra- 
dictory provisions. 

The  review  is  a basic  tool  to  help 
understand  the  contract.  It’s  a good 
first  step,  but  never  a substitute  for 
reading  of  the  contract  itself.  It’s 
not  legal  advice  and  the  office  can- 
not recommend  that  any  contract  is 
good  or  bad  and  should  or 
shouldn’t  be  signed.  Each  physician 
(or  physician’s  corporation  or  part- 
nership) must  make  that  decision. 


The  informed  physician’s  personal 
attorney  and  accountant  must  be 
consulted  before  decisions  are 
made. 

Your  attorney  has  undoubtedly 
explained  that  when  you  are  consid- 
ering an  Individual  Participation 
Agreement  with  an  HMO,  PPO  or 
IPA  you  may  not  band  together 
with  other  physicians  to  negotiate 
the  contract  collectively,  because 
that  violates  antitrust  laws.  You  can, 
however,  individually  negotiate 
your  own  contract  by  yourself  or 
with  your  personal  attorney  or 
financial  advisor.  i 


Judee  Gallagher,  J.D.,  is  a Chicago  private 
practice  attorney  retained  by  the  ISMS 
Office  of  Contractual  Services  since  1985. 


Dx:  recurrent 
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HeRpecin-a: 


herpes  lobialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DOS,  MN 

“HERPECIN-Lf . . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-I proven  far  superior.”  DOS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-IVlD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Illinois  HERPECIN-L  is  available  at  all  Osco,  Revco, 
SupeRx  and  Walgreens  and  other  select  pharmacies. 
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Penetration  plus  Duration 

Superior  tissue  penetration  and  duration  of  action 


1 


DUraCEF 


(CEFADROXIL) 


the  oral  cephalosporin  with 
once-  or  twice-a-day  dosing 


*May  not  correlate  with  clinical  results. 


1 988  Bristol-Myers  U.S,  Pharmaceutical  and  Nutritional  Group 
•Evansville,  Indiana  47721  U.SA  J-V23 


For  Brief  Summary,  please  see  following  page. 


DURICEF  (CEFADROXIL) 

Penetration  plus  Duration 
in  Oral  Cephalosporin  Therapy 

INDICATIONS:  DURICEF  (cefadroxil)  is  indicated  for  the  treatment 
of  the  following  infections  when  caused  by  susceptible  strains  of 
fhe  designated  microorganisms:  Urinary  tract  infections  caused 
by  E coli.  P mirabilis.  and  Klebsiella  speaes.  Skin  and  skin  struc- 
ture infections  caused  by  staphylococci  and/or  streptococci. 
Pharyngitis  and  tonsillitis  caused  by  Group  A beta-hemolytic  strep- 
tococci. (Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  DURICEF  is  generally  effective  in  the  eradication 
of  streptococci  from  the  nasopharynx;  however,  substantial  data 
establishing  the  efficacy  of  DURICEF  in  the  subsequent  prevention 
of  rheumatic  fever  are  not  available  at  present ) 

/Vote-Culture  and  susceptibility  tests  should  be  initiated  prior  to 
and  during  therapy  Renal  function  studies  should  be  performed 
when  indicated. 

CONTRAINDICATIONS:  DURICEF  is  contraindicated  in  patients  with 
known  allergy  to  the  cephalosporin  group  of  antibiotics 
WARNING:  IN  PENICILLIN-ALLERGIC  PATIENTS,  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  USED  WITH  GREAT  CAUTION. 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  PENICILLINS  AND  CEPHALO- 
SPORINS, AND  THERE  ARE  INSTANCES  OF  PATIENTS  WHO  HAVE 
HAD  REACTIONS  TO  BOTH  DRUGS  (INCLUDING  FATAL 
ANAPHYLAXIS  AFTER  PARENTERAL  USE). 

Any  patient  who  has  demonstrated  a history  of  some  form  of 
allergy,  particularly  to  drugs,  should  receive  antibiotics  cautiously 
and  then  only  when  absolutely  necessary  No  exception  should  be 
made  with  regard  to  DURICEF  (cefadroxil).  Pseudomembranous 
colitis  has  been  reported  with  the  use  of  cephalosporins  (and 
other  broad  spectrum  antibiotics):  therelore,  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in  associ- 
ation with  antibiotic  use.  Treatment  with  broad  spectrum  anti- 
biotics alters  normal  flora  of  the  colon  and  may  permit  overgrowth 
of  Clostridia.  Studies  indicate  a toxin  produced  by  Clostridium 
difficile  is  one  primary  cause  of  antibiotic-associated  colitis 
Cholestyramine  and  colestipol  resins  have  been  shown  to  bind  the 
toxin  In  vilro-  Mild  cases  of  colitis  may  respond  to  drug  dis- 
continuance alone  Moderate  to  severe  cases  should  be  managed 
with  fluid,  electrolyte  and  protein  supplementation  as  indicated 
When  the  colitis  is  not  relieved  by  drug  discontinuance  or  when 
It  is  severe,  oral  vancomycin  is  the  treatment  of  choice  tor  antibiotic- 
associated  pseudomembranous  colitis  produced  by  C difficile 
Other  causes  of  colitis  should  also  be  considered 
PRECAUTIONS:  Patients  should  be  followed  carefully  so  that  any 
side-effects  or  unusual  manifestations  of  drug  idiosyncrasy  may 
be  detected.  If  a hypersensitivity  reaction  occurs,  the  drug  should 
be  discontinued  and  the  patient  treated  with  the  usual  agents  (e  g 
epinephrine  or  other  pressor  amines,  antihistamines,  or  cortico- 
steroids). 

DURICEF  (cefadroxil)  should  be  used  with  caution  in  the  presence 
of  markedly  impaired  renal  function  (creatinine  clearance  rate  of 
less  than  50  ml/min/1  73M^).  (See  Dosage  and  Administration 
section  of  Prescribing  Information.)  In  patients  with  known  or 
suspected  renal  impairment,  careful  clinical  observation  and  ap- 
propriate laboratory  studies  should  be  made  prior  to  and  during 
therapy. 

Prolonged  use  of  DURICEF  may  result  in  the  overgrowth  of  non- 
susceptible  organisms.  Careful  observation  of  the  patient  is 
essential.  If  superinfection  occurs  during  therapy,  appropriate  mea- 
sures should  be  taken. 

Positive  direct  Coombs  tests  have  been  reported  during  treatment 
with  the  cephalosporin  antibiotics.  In  nematologic  studies  or  in 
transfusion  cross-matching  procedures  when  antiglobulin  tests  are 
performed  on  the  minor  side  or  in  Coombs  testing  of  newborns 
whose  mofhers  have  received  cephalosporin  antibiotics  before 
parturition,  it  should  be  recognized  that  a positive  Coombs  test 
may  be  due  to  the  drug,  DURICEF  should  be  prescribed  with 
caution  in  individuals  with  a history  of  gastrointestinal  disease, 
particularly  colitis. 

Usage  in  Pregnancy:  Pregnancy  Category  B Reproduction  studies 
have  been  performed  in  mice  and  rats  at  doses  up  to  11  times 
the  human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  cefadroxil.  There  are,  however,  no 
adequate  and  well  controlled  studies  in  pregnant  women.  Because 
animal  reproduction  studies  are  not  always  predictive  of  human 
response,  this  drug  should  be  used  during  pregnancy  only  it 
clearly  needed 

Nursing  Mothers:  Caution  should  be  exercised  when  cefadroxil  is 
administered  to  a nursing  mother. 

ADVERSE  REACTIONS:  Gastrointestinal-Symptoms  of  pseudo- 
membranous colitis  can  appear  during  antibiotic  treatment  Nausea 
and  vomiting  have  been  reported  rarely. 

Hypersensitivity- M\eip\es  (in  the  form  of  rash,  urticaria,  and 
angioedema)  have  been  observed  These  reactions  usually  sub- 
sided upon  discontinuation  of  the  drug. 

Other  reactions  have  included  genital  pruritus,  genital  moniliasis, 
vaginitis,  and  moderate  transient  neutropenia. 

Before  prescribing  or  administering,  see  package  insert 
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MEDICAL  STUDENT 
SECTION  IN  ACTION 

A Reassessment 
of  Education 


By  Steve  Callaghan,  Northwestern  University  Medical  School 


In  recent  years,  ideas  about  educa- 
tion and  the  ways  in  which  people 
learn  have  been  changing.  Medical 
education  has  been  criticized  for 
emphasis  on  rote  memory  at  the 
expense  of  practical  understanding. 
But,  any  such  criticism  should  be 
evaluated  in  the  context  of  medical 
education’s  unique  goals. 

Changes  in  education  have  come 
on  several  fronts.  One  is  a trend 
toward  home  schooling,  as  more 
and  more  parents  become  disillu- 
sioned with  today’s  public  school 
systems.  Another  is  the  integration 
of  state-of-the-art  technology  into 
the  learning  process. 

There  is  also  an  increasing  recog- 
nition of  the  value  of  alternative 
forms  of  education. 

Medical  education  currently  pro- 
vides some  flexibility  in  its  pro- 
grams. There  are  six-year  medical 
school  programs,  with  non-core 
curricula  in  the  form  of  optional 
seminars.  It  is  easy  for  students  to 
take  a year  off  between  their  second 
and  third  years  of  medical  school 
and  obtain  clerkships  for  appropri- 
ate educational  experience.  Some 
medical  schools  no  longer  require 
the  MCAT  exam,  while  others  allow 
the  student  to  continue  into  the 
clinical  clerkship  without  passing 
initial  board  examinations.  Most 
schools  do  not  require  attendance 
at  every  class,  allowing  students  to 
choose  the  modality  which  works 
best  for  them.  Most  medical  schools 
have  a learning  resource  center. 
There,  available  materials  enhance 
learning  by  the  use  of  sight,  sound 
and  touch,  all  at  the  student’s 
pace. 

To  improve  medical  education. 


students  should  be  taught  to  work 
with  some  of  the  “expert  systems” 
and  other  tools  of  our  day.  It  is 
important  to  recognize  that  an  in- 
depth  command  of  all  areas  of  med- 
icine is  not  achievable  or,  in  fact, 
desirable. 

Alternative  types  of  education 
may  be  helpful.  For  example,  the 
business  of  medicine,  practice  man- 
agement and  loss  prevention  are 
important  concerns  for  today’s 
medical  students.  Ethical  issues  are 
becoming  more  and  more  complex 
and  students  must  be  emotionally 
prepared  before  they  are  faced  with 
such  a situation.  Family  practice  has 
been  growing  in  popularity,  al- 
though not  all  medical  schools  offer 
it  as  a field  of  study.  Geriatrics  is 
also  increasing  in  importance  as  our 
population  gp-ows  older. 

Despite  its  problems,  I can  see 
rapid  improvement  in  the  medical 
education  system.  It  is  becoming 
more  responsive  to  the  changing 
health  care  environment,  with 
emphasis  on  ethical,  behavioral, 
and  socioeconomic  aspects. 

But  medical  education  is  not  only 
a construct  to  be  changed  for  stu- 
dents. Clearly,  there  is  a responsi- 
bility for  medical  students  to  partic- 
ipate in  these  changes  at  all  levels. 
Students  must  act  to  take  responsi- 
bility for  their  education  and  pro- 
vide feedback  through  appropriate 
channels  on  its  quality.  And,  of 
course,  they  must  work  through  the 
system  to  effect  change. 

Although  all  of  this  comes  on  top 
of  an  already  overburdened  work 
week,  as  medical  students,  we  are 
obligated  to  accept  the  challenge,  i 


368 


Illinois  Medical  Journal 


Introducing  a unique  marketing  program 
that  guarantees  an  increase  in  your  patient  load. 


New  patients  are  the  lifeblood  of  any  health  eare  praetiee.  Quality  Health  Care  keeps  them 
flowing  in.  Developed  by  a praetieing  physician,  the  program  expertly  employs  proven  market- 
ing disciplines  to  help  you  build  your  fee-for-service  practice.  And  with  a money  back  guarantee, 
there  is  absolutely  nothing  to  lose.  Here  is  how  it  works: 

You  are  listed  in  a comprehensive,  professional  Resource  Directory  by  specialty  and  loca- 
tion. Included  are  your  hospital  affiliations  and  credentials.  To  preserve  a high  patient-to-doctor 
ratio,  only  a limited  number  of  practioners  will  be  accepted.  The  Resource  Directory  is  pro- 
moted to  millions  in  the  Chicago  area  through  television,  radio  and  print  advertising.  Patients 
purchase  the  Quality  Health  Care  directory  and  membership  card  and  receive  a 20% 
discount  on  fees.  When  they  need  medical  care,  they  simply  choose  a 
doctor  from  the  listings. 

It  is  an  easy  way  for  them  to  find  the  right  doctor.  And 


it  is  easy  for  you.  There  are  no  forms,  delays  or  mailing 
expenses.  Just  new  patients— good  patients— 
who  have  demonstrated  they  are  willing  and 
able  to  pay  for  health  care. 

Find  out  how  participating  in  this  exclu- 
sive program  can  work  for  you.  Contact  our 
physician  staff  for  complete  information. 

cal.  (312)  885-7777 


QUALITY  HEALTH  CARE,  INC 

1752  W.  Algonquin  Road,  Hoffman  Estates,  IL  60195 


Here 
Today. 
Here 

Tomorrow. 

Today,  most  commercial 
professional  liability  insurers  have  abandoned  the 
Illinois  market.  But  there's  still  one  company  writing 
malpractice  coverage  up  to  $2  million  per  incident 
with  a $4  million  aggregate— the  Illinois  State  Medi- 
cal Inter-Insurance  Exchange. 


The  Exchange  is  the  only  malpractice 
insurer  in  Illinois  that  is  owned  and  oper- 
ated by  physicians.  As  such,  we  are 
totally  committed  to  meeting  the  insur- 
ance needs  of  our  policyholders.  And  we 
intend  to  be  there  as  long  as  they  need  us. 

Despite  the  recent  explosion  in  medical 
malpractice  litigation,  the  Exchange  re- 
mains in  good  shape  financially.  Much  of 
our  success  can  be  attributed  to  the 
willingness  of  the  company's  physician 
directors  to  make  tough  decisions — deci- 
sions like  the  switch  to  a "claims-made" 
policy  form . . .the  setting  of  adequate  pre- 
mium levels... and  the  strengthening  of 
standards  for  renewing  coverage  and 
accepting  new  policyholders. 

In  the  continually  changing  liability  cli- 
mate, the  Exchange's  directors  will  con- 
tinue to  make  the  sound  business  deci- 
sions necessary  to  ensure  the  company's 
long-term  financial  stability.  But  as  physi- 
cians themselves,  they  also  will  be  mak- 
ing those  decisions  from  a policyholder's 
perspective.  And  that  will  translate  into 
the  best  possible  insurance  coverage 
available,  including... 

. . . aggressive  defense  of  frivolous  claims; 

...policyholder  participation  in  any  deci- 
sion to  settle  a claim  or  suit; 


...peer  review  of  an  adverse  underwrit- 
ing or  claim  decision; 

...help  for  policyholders  in  avoiding  the 
situations  that  can  lead  to  suits;  and 

...premium  rates  that  fairly  reflect  the 
risks  inherent  to  the  physician's  own 
practice. 

As  a company  owned  and  operated  by 
physicians,  the  Exchange  exists  solely  for 
the  benefit  of  its  policyholders.  Some 
9,000  physicians  in  Illinois  are  depending 
upon  us.  And  we  don't  intend  to  let  them 
down. 


ILLiNQIS  STATE 
MEDICAL 


INTER- 

INSURANCE 

EXCHANGE 


Illinois  State 
Medical 
Inter-Insurance 
Exchange 
Twenty  North 
Michigan  Avenue 
Suite  700 
Chicago,  IL  60602 
(312)  782-2749 
(800)  782-lSMS 
(Toll-Free) 


The  World’s 
Most  Popular  K 

Slow-IC 

potassium  chloride 
slow-relccise  taMets 

8 mEq  (600  mg) 

It  means  dependability”  in  almost  any  language 

* Based  on  worldwide  sales  data  on  file,  CIBA  Pharmaceutical  Company 
Capsule  or  tablet  slow-release  potcissium  chloride  preparations  should  be  reserved  for  patients 
who  cannot  tolerate,  refuse  to  take,  or  have  compliance  problems  with  liquid  or  effervescent 
potassium  preparations  because  of  reports  of  intestinal  and  gastric  ulceration  and  bleeding 

with  slow-release  KCI  preparations. 

Before  prescribing,  please  consult  Brief  Prescribing  Information  on  next  page. 


988,  CIBA. 


CIBA 


128-3568-A 


The  World’s 
Most  Popular  K 

For  good  reasons 

□ It  works— a 12 -year  record  of  efficacy' 

□ If  S Safe-unsurpassed  by  any  other  KCI  tablet  or  capsule^* 

□ Ifs  acceptable  vs  liquids— greater  palatability  fewer  GI  complaints, 
lower  incidence  of  nausea^ 

□ Ifs  comparable  to  10  mtq— in  low-dosage  supplementation^^ 

□ Ifs  economical-less  expensive  than  all  other  leading  KCI  slow-release 
supplements  on  a per  tablet  cost  to  the  patient ' 

Slow-K 

potassium  chloride 
slow-release  tablets  8mEq(6oom3) 

For  patients  who  can  t or  won't  tolerate  liquid  KCI, 

*The  most  common  adverse  reactions  to  potassium  salts  are  gastrointestinal  side  effects. 

■ Pooled  mean  serum  potassium  following  oral  administration  of  30  mEq  K-Tab 
compared  to  24  mEq  Slow-K  in  diuretic-treated  hypertensives  (n  20)  over  8 weeks. 

C I B A 


Relerences:  1.  Data  on  file.  CIBA  Pharmaceutical  Company  2.  Skoutakis 
VA  Acchiardo  SR.  Woiciechowski  NJ,  et  al  Liquid  and  solid  potassium 
chloride  Bioavailabilily  and  safety  Pharmacolherapy  nSO  Aii)  392-397 
3.  Skoutakis  VA,  Carter  CA,  Acchiardo  SR  Therapeutic  assessment  of 
Slow-K  and  K-Tab  potassium  chloride  formulations  in  hypertensive 
lliiaziile  diuretics.  Drug  Inlell  Clin  Pharm 


Slow-K* 

potassium  chloride  USP 
Slow-Release  Tablets 
8 mEq  (600  mg) 


PRESCRIBING  INFORMATION  SEE 

PACKAGE  INSERT) 


INDICATIONS  AND  USAGE 

PORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  ANI 
SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARA 
T ONS,  THESE  DRUGS  SHOULD  BE  RESERVED  FOR  THOSE  PATIENT 
TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EFFERVES 
preparations  OR  FOR  PATIENTS  IN  WHOM  THER 
IS  A PROBLEM  OF  COMPLIANCE  WITH  THESE  PREPARATIONS 
1,  For  therapeutic  use  in  patients  with  hypokalemia  with  or  without  meta 
bolic  alkalosis,  in  digitalis  intoxication  and  in  patients  with  hypokalemi 
familial  periodic  paralysis. 

2 For  prevention  ot  potassium  depletion  when  the  dietary  intake  ol  potas 
Slum  IS  inadequate  in  the  following  conditions  patients  receiving  digitalr 
and  diuretics  for  congestive  heart  failure:  hepatic  cirrhosis  with  ascites 
states  of  aldosterone  excess  with  normal  renal  function,  polassium-losini 
nephropathy,  and  certain  diarrheal  states 

3 The  use  of  potassium  salts  in  patients  receiving  diuretics  tor  uncompli 
cated  essential  hypertension  is  often  unnecessary  when  such  patients  havi 
a normal  dietary  pattern  Serum  potassium  should  be  checked  periodically 
however,  and  if  hypokalemia  occurs,  dietary  supplementation  with  potas 
Slum-conlaining  foods  may  be  adequate  to  control  milder  cases  In  mori 
CONTRWtfoiCA^ONS Tisv  be  indicated 


Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia 
since  a further  increase  in  serum  potassium  concentration  in  such  patients 
can  produce  cardiac  arrest  Hyperkalemia  may  complicate  any  ot  the  follow- 
ing conditions.  chronic  renal  failure,  systemic  acidosis  such  as  diabetic 
acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  ot  a potassium-sparinq  diuretic 
(e  0 . spironolactone,  triamterene)  (see  OVERDOSAGE). 

All  solid  dosage  forms  ot  potassium  supplements  are  contraindicated  in 
any  patient  in  whom  there  is  cause  for  arrest  or  delay  in  tablet  passage 
through  the  gastrointestinal  tract  In  these  instances,  potassium  supple- 
mentation should  be  with  a liquid  preparation  Wax-matrix  potassium  chlo- 
ride preparations  have  produced  esophageal  ulceration  in  certain  cardiac 
PiMnl'i’.i'X'l.*'  esophageal  compression  due  to  an  enlarged  left  atrium 
WARNINGS 


Hyperkalemia  (See  OVERDOSAGE) 

In  patients  with  impaired  mechanisms  for  excreting  potassium,  the  admin- 
istration  of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest, 
I nis  occurs  most  commonly  in  patients  given  potassium  by  the  intravenous 
route  but  may  also  occur  in  patients  given  potassium  orally  Potentially  fatal 
hyperkalemia  can  develop  rapidly  and  be  asymptomatic 
The  use  of  potassium  salts  in  patients  with  chronic  renal  disease,  or  any 
other  condition  which  impairs  potassium  excretion,  requires  particularly 
careful  monitoring  of  the  serum  potassium  concentration  and  appropriate 
dosage  adjustment 


Interaction  With  Potassium-Sparing  Diuretics 

Hypokalemia  should  not  be  treated  by  the  cortcomitant  administration  ( 

potassium  salts  and  a potassium-sparing  diuretic  (e  g , spironolactone  c 

triaimterene),  since  the  simultaneous  administration  of  these  agents  ca 

produce  severe  hyperkalemia 

Gastrointestinal  Lesions 

Potassium  chloride  tablets  have  produced  stenotic  and  or  ulcerative  lesion 
ot  the  small  bowel  and  deaths  These  lesions  are  caused  by.a  high  localize 
concentration  of  potassium  ion  in  the  region  of  a rapidly  dissolving  tablet 
which  injures  the  bowel  wall  and  thereby  produces  obstruction  hemoi 
rhage.  or  perforation,  Slow-K  is  a wax-matrix  tablet  formulated  to  provide 
control  ed  rate  of  release  of  potassium  chloride  and  thus  to  minimize  th. 

local  concentration  of  potassium  ion  near  the  bowe 
wall  While  the  reported  frequency  of  small-bowel  lesions  is  much  less  will 
wax-matrix  tablets  (less  than  one  per  100,000  patient-years)  than  will 
enteric-coated  potassium  chloride  tablets  (40-50  per  100,000  patient 
years)  cases  associated  with  wax-matrix  tablets  have  been  reported  both  u 
foreign  countries  and  in  the  United  States,  In  addition,  perhaps  because  thi 
wax-matrix  preparations  are  not  enteric-coated  and  release  potassium  in  th« 
stomach,  there  have  been  reports  of  upper  gastrointestinal  bleeding  asso 
ciated  with  these  products  The  total  number  of  gastrointestinal  lesion; 
remains  approximately  one  per  100,000  patient-years  Slow-K  should  bt 
discontinued  immediately  and  the  possibility  of  bowel  obstruction  or  perfo- 
ration considered  if  severe  vomiting,  abdominal  pain,  distention,  or  qastro 
intestinal  bleeding  occurs. 

Metabolic  Acidosis 

Hypokalemia  m patients  with  metabolic  acidosis  should  be  treated  with  an 
aikalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  ci- 
trate, or  potassium  acetate 

PRECAUTIONS 

General; 

The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating 
hypokalemia  in  a patient  with  a clinical  history  suggesting  some  cause  for 
potassiurri  depletion  In  interpreting  the  serum  potassium  level,  the  physi- 
cian should  bear  in-mind  that  acute  alkalosis  per  se  can  produce  hypokale- 
mia in  the  absence  of  a deficit  in  total  body  potassium,  while  acute  acidosis 
per  se  can  increase  the  serum  potassium  concentration  into  the  normal 
range  even  in  the  presence  of  a reduced  total  body  potassium 
Inlormation  for  Patients 

Physicians  should  consider  reminding  the  patient  of  the  following- 
lo  take  each  dose  without  crushing,  chewing,  or  sucking  the  tablets 
lo  take  this  rriedicine  only  as  directed  This  is  especially  important  if  the 
patient  IS  also  taking  both  diuretics  and  digitalis  preparations 
To  check  with  the  physician  if  there  is  trouble  swallowing  tablets  or  if  the 
tablets  seem  to  stick  in  the  throat 

To  check  with  the  doctor  at  once  if  tarry  stools  or  other  eyidence  of 
gastrointestinal  bleeding  is  noticed 

Laboratory  Tests 

Regular  serum  potassium  determinations  are  recommended  In  addition, 
during  the  treatment  of  potassium  depletion,  careful  attention  should  be 
paid  to  acid-base  balance,  other  serum  electrolyte  levels,  the  electrocardio- 
gram, and  the  clinical  status  of  the  patient,  particularly  in  the  presence  of 
cardiac  disease,  renal  disease,  or  acidosis 
Drug  Interactions 

Potassium-sparing  diuretics:  see  WARNINGS 
Carcinogenesis,  Mutagenesis.  Impairment  of  Fertility 
Long-term  carcinogenicity  studies  in  animals  have  not  been  performed 
Pregnancy  Category  C 

Anirrial  reproduction  studies  have  not  been  conducted  with  Slow-K  It  is  also 
not  known  whether  Slow-K  can  cause  fetal  harm  when  administered  to  a 
pregnant  woman  or  can  aftect  reproduction  capacity  Siow-K  shouid  be 
given  to  a pregnant  woman  oniy  if  dearly  needed 

Nursing  Mothers 

The  normal  potassium  ion  content  of  human  milk  is  about  1 3 mEq, 1 It  is  not 
known  If  Slow-K  has  an  effect  on  this  content  Caution  should  be  exercised 
when  Slow-K  is  administered  to  a nursing  woman 


Pediatric  Use 

Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAI 
CATIONS,  WARNINGS,  and  OVERDOSAGE)  There  also  have  been  ref 
of  upper  and  lower  gastrointestinal  conditions  including  obstruction  bl 
mg  ulceration,  and  perforation  (see  CONTRAINDICATIONS  and  WA 
INGS);  other  factors  known  to  be  associated  with  such  conditions ' 
present  in  many  of  these  patients 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nau 
vomiting,  abdominal  discomfort,  and  diarrhea  These  symptoms  are  di 
irritation  of  the  gastrointestinal  tract  and  are  best  managed  by  taking 
dose  with  meals  or  reducing  the  dose. 

Skin  rash  has  been  reported  rarely 
OVERDOSAGE 

The  administration  of  oral  potassium  salts  to  persons  with  normal  excre 
mechanisms  for  potassium  rarely  causes  serious  hyperkalemia  Howevi 
excretory  mechanisms  are  impaired  or  if  potassium  is  administered 
pptdritially  fatal  hyperkalemia  can  result  (see  C 
TRAINDICATIONS  and  WARNINGS).  It  is  importantto  recognize  that  hy 
kalemia  is  usually  asymptomatic  and  may  be  manifested  only  b\ 
increased  serum  potassium  concentration  (6. 5-8.0  mEq/L)  and  charat 
istic  electrocardiographic  changes  (peaking  of  T waves,  loss  of  P wi 
depression  of  S-T  segment,  and  prolongation  of  the  Q-T  interval),  I 
manifestations  include  muscle  paralysis  and  cardiovascular  collapse  fi 
cardiac  arrest  (9- 12  mEq, 1) 

Treatment  measures  for  hyperkalemia  include  the  following.  (1)  elimi 
tion  of  foods  and  medications  containing  potassium  and  of  potassii 
sparing  diuretics,  (2)  intravenous  administration  of  300-500  mfhr  of  1 
dextrose  solution  containing  10-20  units  of  insulin  per  1 ,000  ml;  (3)  con 
tion  of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate;  (4)  usi 
exchange  resins,  hemodialysis,  or  peritoneal  dialysis. 

In  treating  hyperkalemia  in  patients  who  have  been  stabilized  on  digita 
too  rapid  a lowering  of  the  serum  potassium  concentration  can  pf* 
digitalis  toxicity 

OOSAGE  AND  ADMINISTRATION 

The  usual  dietary  intake  of  potassium  by  the  average  adult  is  40-80  m 
day  Potassium  depletion  sufficient  to  cause  hypokalemia  usually  re 
the  loss  of  200  or  more  mEq  of  potassium  from  the  total  body  store  0 
must  be  adiusted  to  the  individual  needs  of  each  patient  but  is  typically 
range  of  20  mEq  per  day  for  the  prevention  of  hypokalemia  to  40-100  n 
more  per  day  for  the  treatment  of  potassium  depletion  Large  numb 
tablets  should  be  given  in  divided  doses. 

Note:  Slow-K  slow-release  tablets  must  be  swallowed  whole  and 
crushed,  chewed,  or  sucked 
HOW  SUPPLIED 

Tablets -600  mg  of  potassium  chloride  (equivalent  to  8 mEq)  round 
colored,  sugar-coated  (imprinted  Slow-K) 

Bottles  of  100 NDC  0083-011 

Bottles  of  1000  nDC  0083-011 

Consumer  Pack— One  Unit 

12  Bottles -100  tablets  each  , NDC  0083-011 

Accu-Pak'  Unit  Dose  (Blister  pack) 

Box  of  too  (strips  of  10)  , . NDC  0083-011 

Do  not  Store  above  86  f (30^C)  Protect  from  moisture  Protect  from 

Dispense  in  tight,  light-resistant  container  (USP). 


Dist.  by; 

CIBA  Pharmaceutical  Company 
Division  of  CIBA-GEIGY  Corporation 

Summit.  New  Jersey  07901  C87-31  (Rev  S/S 

CIBA  128-35681 


Announcing  a 
new  benefit  beyond 
price  aione. 


Advanced  Formula 


Mytrec' 

(nystatirvtriamcinolQne 
ac 


New— fragrance-free  formula 

□ Avoids  the  #1  irritant  in  cutaneous 
reactions^ 

□ No  methylparaben,  propylparaben,  or 
ethylenediamine 

□ Virtually  nonsensitizing  vanishing 
cream  base 

Uncompromised 
anticandidal  effectiveness 

□ Faster,  more  thorough  control  of  ery- 
thema and  pruritus  than  nystatin  or 
triamcinolone  alone 

□ Unexcelled  control  of  pruritus  ani,  can- 
didal diaper  rash,  intertriginous  fungal 
infections  associated  with  diabetes 
mellitus  or  chronic  maceration 


Convenience  ^ 

for  compliance 

□ b.i.d.  regimen 

□ Both  popular  dosage  forms-cream 
and  ointment 

. . .and  still  economical 


Please  see  facing  [following!  page  for  brief  summary  of 
prescribing  information. 

Systemic  absorption  of  topical  corticosteroids  has  produced 
reversible  HPA  suppression  manifestations  of  Cushing’s  syn- 
drome, hyperglycemia  and  glucosuria  in  some  patients. 
Pediatric  patients  may  demonstrate  a greater  susceptibility. 

Reference:  1.  Adams  RM,  Maiback  HI,  Clendenning  WE,  et  al:  A five-year  study  of 
cosmetic  reactions  J Am  Acad  Dermatol  1985;  1 3(6):1062-1 069. 
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Melville,  New  York  1 1 747 


O 


Mytrex 


CREAM  AND 
OINTMENT,  USP 


(nystatin-triamcinolone 

acetonide) 


Brief  Summary  of  Prescribing  Information 

For  Dermatologic  Use  Only 
Not  for  Ophthalmic  Use 

INDICATIONS  AND  USAGE:  Forthe  treatment  of  cutaneous  candidiasis;  it  has 
been  demonstrated  that  the  nystatin-steroid  combination  provides  greater  benefit 
than  the  nystatin  component  alone  during  the  first  few  days  of  treatment, 
CONTRAINDICATIONS:  This  preparation  is  contraindicated  in  those  patients  with  a 
history  of  hypersensitivity  to  any  of  its  components. 

PRECAUTIONS:  General:  Systemic  absorption  of  topical  corticosteroids  has  pro- 
duced reversible  hypothalamic-pituitary-adrenal  (HPA)  axis  suppression,  manifesta- 
tions of  Cushing's  syndrome,  hyperglycemia,  and  glucosuria  in  some  patients. 
Conditions  which  augment  systemic  absorption  include  the  application  of  the  more 
potent  steroids,  use  over  large  surface  areas,  prolonged  use,  and  the  addition  of 
occlusive  dressings  (see  DOSAGE  AND  ADMINISTRATION).  Therefore,  patients 
receiving  a large  dose  of  any  potent  topical  steroid  applied  to  a large  surface  area 
should  be  evaluated  periodically  for  evidence  of  HPA  axis  suppression  by  using  the 
urinary  free  cortisol  and  ACTH  stimulation  tests,  and  for  impairment  of  thermal  ho- 
meostasis. If  HPA  axis  suppression  or  elevation  of  the  body  temperature  occurs,  an 
attempt  should  be  made  to  withdraw  the  drug,  to  reduce  the  frequency  of  application, 
or  to  substitute  a less  potent  steroid.  Recovery  of  HPA  axis  function  and  thermal 
homeostasis  are  generally  prompt  and  complete  upon  discontinuation  of  the  drug. 
Infrequently,  signs  and  symptoms  of  steroid  withdrawal  may  occur,  requiring  supple- 
mental systemic  corticosteroids.  Children  may  absorb  proportionally  larger  amounts 
of  topical  corticosteroids  and  thus  be  more  susceptible  to  systemic  toxicity  (see 
PRECAUTIONS,  Pediatric  Use),  If  irritation  or  hypersensitivity  develops  with  the 
combination  nystatin  and  triamcinolone  acetonide,  treatment  should  be  discontinued 
and  appropriate  therapy  instituted. 

Information  for  the  Patient:  Patients  using  this  medicine  should  receive  the  follow- 
ing informafion  and  instructions: 

1.  This  medication  is  to  be  used  as  directed  by  the  physician.  It  is  for  external  use 
only.  Avoid  contact  with  the  eyes, 

2.  Patients  should  be  advised  not  to  use  this  medication  for  any  disorder  other  than 
for  which  it  was  prescribed. 

3.  The  treated  skin  area  should  not  be  bandaged  or  otherwise  covered  or  wrapped 
as  to  be  occluded  (see  DOSAGE  AND  ADMINISTRATION) 

4.  Patients  should  report  any  signs  of  local  adverse  reactions. 

5.  When  using  this  medication  in  the  inguinal  area,  patients  should  be  advised  to 
apply  cream  sparingly  and  to  wear  loose  fitting  clothing. 

6.  Parents  of  pediatric  patients  should  be  advised  not  to  use  tight-fitting  diapers  or 
plastic  pants  on  a child  being  treated  In  the  diaper  area,  as  these  garments  may  con- 
stitute occlusive  dressings. 

7.  Patients  should  be  advised  on  preventive  measures  to  avoid  reinfection. 
Laboratory  Tests:  If  there  is  a lack  of  therapeutic  response,  appropriate  microbiolog- 
ical studies  (e  g..  KOH  smears  and/or  cultures)  should  be  repeated  to  confirm  the 
diagnosis  and  rule  out  other  pathogens,  before  instituting  another  course  of  therapy 
The  following  tests  may  be  helpful  in  evaluating  hypothalamic-pituitary-adrenal  (HPA) 
axis  suppression  due  to  the  corticosteroid.  Urinary  free  cortisol  test;  ACTH  stimula- 
tion test. 

Carcinogenesis,  Mutagenesis,  and  Impairment  of  Fertiiity:  Long-term  animal 
studies  have  not  been  performed  to  evaluate  the  carcinogenic  or  mutagenic  potential 
or  possible  impairment  of  fertility  in  males  or  females. 

Pregnancy  Category  C:  There  are  no  teratogenic  studies  with  combined  nystatin 
and  triamcinolone  acetonide.  Corticosteroids  are  generally  teratogenic  in  laboratory 
animals  when  administered  systemically  at  relatively  low  dosage  levels.  The  more 
iDotent  corticosteroids  have  beeri  shown  to  be  teratogenic  after  dermal  application  in 
laboratory  animals.  Therefore,  any  topical  corticosteroid  preparation  should  be  used 
during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 
Topical  preparations  containing  corticosteroids  should  not  be  used  extensively  on 
pregnant  patients,  in  large  amounts,  or  for  prolonged  periods  of  time. 

Nursing  Mothers:  It  is  not  known  whether  any  component  of  this  preparation  is 
excreted  in  human  milk.  Because  many  drugs  are  excreted  in  human  milk,  caution 
should  be  exercised  during  use  of  this  preparation  by  a nursing  woman. 

Pediatric  Use:  In  clinical  studies  of  a limited  number  of  pediatric  patients  ranging  in 
age  from  2 months  through  twelve  years,  Nystatin-Triamcinolone  Acetonide  Cream 
cleared  or  significantly  ameliorated  the  disease  state  in  most  patients.  Pediatric 
patier\ts  may  demonstrate  greater  susceptibility  to  topical  corticosteroid-induced 
hypothalamic-pituitary-adrenal  (HPA)  axis  suppression  and  Cushing's  syndrome 
than  mature  patients  because  of  a larger  skin  surface  area  to  body  weight  ratio. 
HPA  axis  suppression,  Cushing's  syndrome,  and  intracranial  hypertension  have 
been  reported  in  children  receiving  topical  corticosteroids.  Manifestations  of  adrenal 
suppression  in  children  include  linear  growth  retardation,  delayed  weight  gain,  low 
plasma  cortisol  levels,  and  absence  of  response  to  ACTH  stimulation.  Manifestations 
of  intracranial  hypertension  include  bulging  tontanelles,  headaches  and  bilateral 
papilledema.  Administration  of  topical  corticosteroids  to  children  should  be  limited  to 
the  least  amount  compatible  with  an  effective  therapeutic  regimen.  Chronic  cortico- 
steroid therapy  may  interfere  with  the  growth  and  development  of  children. 
ADVERSE  REACTIONS:  A single  case  (approximately  one  percent  of  patients 
studied)  of  acneiform  eruption  occurred  with  the  use  of  combined  nystatin  and  triam- 
cinolone acetonide  in  clinical  studies. 

Nystatin  is  virtually  nontoxic  and  nonsensitizing  and  is  well  tolerated  by  all  age 
groups,  even  during  prolonged  use.  Rarely,  irritation  may  occur. 

The  following  local  adverse  reactions  are  reported  infrequently  with  topical  cortico- 
steroids. These  reactions  are  listed  in  an  approximate  decreasing  order  of  occur- 
rence; burning,  itching,  irritation,  dryness,  folliculitis,  hypertrichosis,  acneiform 
eruptions,  hypopigmentation,  perioral  dermatitis,  allergic  contact  dermatitis,  macer- 
ation of  the  skin,  secondary  infection,  skin  atrophy,  striae  and  miliaria. 

DOSAGE  AND  ADMINISTRATION:  Cream:  Apply  MYTREX®  (Nystatin-Triamcino- 
lone Acetonide)  Cream,  USP  to  the  affected  area  twice  daily  in  the  morning  and  the 
evening  by  gently  and  thoroughly  massaging  the  preparation  into  the  skin.  (Dintment: 
A thin  film  of  MYTREX®  Is  usually  applied  to  the  affected  area  twice  daily  in  the  morn- 
ing and  evening,  MYTREX®  should  be  discontinued  if  symptoms  persist  after  25 
days  of  therapy.  (See  PRECAUTIONS.  Laboratory  Tests).  MYTREX®  should  not  be 
used  with  occlusive  dressings. 

Caution:  Federal  law  prohibits  dispensing  without  prescription. 
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"I  Quit"  Clinics 


The  Illinois  Interagency  Council  on  Smoking  and 
Disease  has  facilitated  a series  of  “I  Quit  Smoking” 
clinics  around  the  state. 

The  Council  is  able  to  provide  information  about 
training  programs  for  clinic  moderators,  for-credit 
training  programs  for  nurses  planning  to  moderate  “I 
Quit”  clinics  and  regular  industrial  programs. 

Inquiries  should  be  addressed  to  the  Council  at  1440 
W.  Washington  Blvd.,  Chicago  60607.  Telephone  (312) 
243-2000. 

The  Illinois  Interagency  Council  on  Smoking  and 
Disease  coordinates  and  helps  its  member  agencies 
combat  the  serious  health  hazards  of  smoking  and 
provides  liaison  with  the  National  Interagency  Council 
on  Smoking  and  Health. 

In  addition,  the  American  Cancer  Society  provides 
Fresh  Start  clinic  training  anywhere  in  Illinois  for 
hospitals  and  industries.  Educational  materials,  pam- 
phlets, posters,  films  and  training  can  also  be  obtained 
at  no  charge.  For  information,  contact  your  local  ACS 
office,  or  the  Illinois  Division,  Inc.,  at  37  South  Wabash 
Ave.,  Chicago  60603;  (312)  372-0471. 

The  Journal  will  carry  this  listing  on  a regular  basis, 
and  urges  Illinois  physicians  to  notify  their  patients  of 
this  service. 


June  6 

Weiss  Memorial  Hospital 

Chicago 

June  7 

Rush  North  Shore  Medical 
Center 

Skokie 

June  14 

Carle  Clinic 

Urbana 

June  15 

St.  Therese  Medical  Center 

Waukegan 

To  Be 

Ambutal 

Crystal  Lake 

Announced 

Copley  Memorial  Hospital 

Aurora 

Delnor  Community 

Hospital 

St.  Charles 

Dreyer  Clinic 

Aurora 

Field  Medical  Group 

Chicago 

Highland  Park  Hospital 

Highland  Park 

Hinsdale  Hospital 

Hinsdale 

Memorial  Hospital  for 
McHenry  Cty. 

Woodstock 

Mendota  Community 
Hospital 

Mendota 

Northern  Illinois  Med.  Ctr. 

McHenry 

Ravenswood  Health  Care 

Ctr. 

Chicago 

Resurrection  Hospital 

Chicago 

Sherman  Hospital 

Elgin 

South  Suburban  Hospital 

Hazel  Crest 

West  Town  Public  Health 
Clinic 

Chicago 
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Poor  Resident  Participation 

Who’s 
to  Blame? 


By  Timothy  Kuzel,  M.D.,  Immediate  Past  Chairman,  ISMS 
Resident  Physicians  Section 


Recruitment  of  students  and  resi- 
dents at  the  national,  state  and 
county  levels  has  recently  been  a 
high  priority.  But  despite  this 
effort,  it  seems  that  little  has 
changed  with  regard  to  resident 
physician  participation. 

It  is  important  to  contrast  mem- 
bership statistics  in  the  national, 
state  and  county  societies  from 
active  participation  at  those  levels. 
In  Illinois  there  are  over  4,600 
residents,  852  of  whom  are  mem- 
bers of  the  AMA  and  ISMS.  In 
Cook  County  there  are  approxi- 
mately 3,900  residents  and  714 
members  of  the  Chicago  Medical 
Society. 

Members  vs.  Active  Members 

I have  been  actively  involved  in 
organized  medicine  throughout  res- 
idency and  fellowship  in  Illinois. 
Before  that,  I was  an  AMA  member 
in  medical  school.  Over  that  time, 
it’s  become  clear  that  the  number 
of  colleagues  who  are  truly  active 
members  is  a contrast  to  these 
impressive  membership  statistics. 


Two  years  ago,  the  leadership  of 
the  Resident  Physicians  Section  in 
Illinois  held  a reception  with  several 
speakers  to  address  resident  issues 
and  encourage  membership  and 
participation.  How  many  nonmem- 
bers did  we  attract?  Very  few, 
despite  a county-wide  announce- 
ment regarding  the  event  and 
phone  calls  to  chief  residents  to 
encourage  attendance. 

Most  recently  we  held  our  annual 
ISMS  Resident  Physicians  Section 
meeting.  This  meeting  is  called  to 
elect  our  officers  and  executive 
committee  for  the  coming  year. 
Every  resident  member  in  the  state 
was  notified  thirty  days  in  advance 
of  the  meeting  and  of  its  import. 
Since  we  speak  for  residents  state- 
wide, and  control  the  organization’s 
budget,  we  expected  a large  crowd. 
Did  we  draw  one?  Hardly.  We  rarely 
attract  more  than  a dozen  members 
to  our  meetings  and  this  was  no 
exception. 

Time  As  An  Investment 

What  reasons  do  residents  give 


for  their  apathy?  I have  heard 
many.  Most  frequently,  residents 
tell  me  that  their  time  is  precious 
and  they  must  guard  it  carefully.  I 
don’t  think  young  physicians  can 
make  this  claim  more  than  any  oth- 
er young  professionals.  Four  to  five 
hours  per  month  seems  a small 
amount  of  time  to  dedicate  to  a 
large  organization  which  purports 
to  speak  for  your  profession  in  set- 
ting policy.  This  is  especially  true 
when  important  issues,  such  as  leg- 
islative attacks  on  graduate  medical 
education,  or  health  care  financing, 
are  front  page  news  on  a daily  basis. 
Influence,  or  rather  the  lack  of 
influence,  is  another  frequently 
mentioned  reason  for  their  lack  of 
interest.  Many  residents  feel  that 
the  menobers  of  the  national  and 
state  societies  are  not  sympathetic 
to  our  interests.  There  may  be  some 
truth  in  that.  Issues  important  to 
residents  are  often  bitterly  opposed 
on  the  floors  of  the  assemblies, 
sometimes  for  no  clear  reason.  On 
the  other  side  of  the  coin,  orga- 
nized medicine  has  provided  a 
forum  to  present  resident  issues 
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and  concerns,  many  of  which  have 
gone  on  to  shape  ISMS  and  AMA 
policies  and  activities.  Win  or  lose, 
we  are  heard! 

Role  Models  Relevance  to 
Academics 

Finally,  and  perhaps  most  impor- 
tantly, is  the  influence  of  our  role 
models  in  teaching  institutions. 
Many  academic  physicians  feel  that 
organized  medicine  is  important  to 
physicians  in  private  practice,  but 
does  not  influence  their  own  prac- 
tice. Regretfully,  they  tend  to 
impart  this  feeling  to  the  medical 
students  and  resident  physicians 
they  encounter.  The  last  few  years 
of  drastic  change  have  shown  that 
academic  physicians  are  no  longer 
sheltered  from  changes  in  the  med- 
ical practice  climate,  but  the  dam- 
age to  resident  participation  per- 
sists. 

It  would  be  easy  to  stop  at  this 
point:  place  blame  but  offer  no 
solutions.  But,  as  a member  of  the 
ISMS-RPS  I feel  I must  try.  A sim- 
ple way  to  encourage  resident  par- 
ticipation would  be  for  the  parent 
organizations  to  consider  resident 
concerns  more  openly  and  view  our 
input  with  less  condescension.  If 
their  interests  are  respected,  resi- 
dents will  be  more  likely  to  become 
involved.  Increasing  membership 
among  medical  school  faculty 
would  also  help.  A change  in  their 
attitudes  could  only  beneflt  the 
recruitment  process  for  the  Medical 
Student  Section,  the  Resident  Phy- 
sicians Section,  the  Young  Physi- 
cians Section,  and  ultimately  their 
sponsoring  state  and  national  soci- 
eties. And,  Anally,  residents  them- 
selves need  to  wake  up  and  realize 
that  organized  medicine  is  trying  to 
protect  the  interests  of  all  physi- 
cians, young  and  old.  Without  a 
broad-based,  active  membership, 
physicians  will  be  left  without  a 
strong  voice  to  address  issues  of 
concern.  i 
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A better  alternatiye 
for  hypertensis/es  who 
are  going  bananas.,. 


5pare  your  patients  the  extra  cost 
in  calories,  sodium  and  dollars. 

i 5pare  your  patients  the  rigors  of 
1 dietary  supplementation. 


25mg  hiydrochlorothiazide/SOmg  Trlamterene/5hsF 

V Effective  antihypertensive’ 

h therapy...without 

^ bananas 

'CmZIOe'ASWRITTEtl. 

* Not  lor  initial  therapy.  See  brief  summary. 

without  a history  of  allergy  or  bronchial  asthma.  Possible 
exacerbation  or  activation  of  systemic  lupus  erythematosus  has  ' 
been  reported  with  thiazide  diuretics. 

Precautions:  The  bioavailabillty  of  the  hydrochlorothiazide 
component  of  ‘Dyazide'  is  about  50%  of  the  bioavaitability  of  the 
single  entity.  Theoretically,  a patient  transferred  from  the  single 
entities  of  triamterene  and  hydrochlorothiazide  may  show  an 
increase  in  blood  pressure  or  fluid  retention.  Similarly,  it  is  also 
possible  that  the  lesser  hydrochlorothiazide  bioavailabilily  could 
lead  to  increased  serum  potassium  levels.  However,  extensive 
clinical  experience  with  ‘Dyazide ' suggests  that  these  conditions 
have  not  been  commonly  observed  In  clinical  practice.  Angio- 
tensin-converting enzyme  (ACE)  inhibitors  can  elevate  serum 
potassium:  use  with  caution  with  'Dyazide'.  Do  periodic  serum 
electrolyte  determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral  Itulds,  and  during 
concurrent  use  with  amphotericin  B or  corticosteroids  or 
corticotropinlACTHj).  Periodic  BUN  and  serum  creatinine 
determinations  should  be  made,  especially  in  the  elderly,  diabetics 
or  those  with  suspected  or  confirmed  renal  insufliciency. 

Cumulative  effects  of  the  drug  may  develop  in  patients  with 
impaired  renal  function.  Thiazides  should  he  used  with  caution  in 
patients  with  impaired  hepatic  function.  They  can  precipitate  coma 
in  patients  with  severe  liver  disease.  Observe  regularly  tor  possible 
blood  dyscrasias.  liver  damage,  other  idiosyncrab'c  reactions. 

Blood  dyscrasias  have  been  reported  in  patients  receiving 
triamterene,  and  leukopenia,  thrombocytopenia,  agranulocytosis, 
and  aplastic  and  hemolytic  anemia  have  been  reported  with 
thiazides.  Thiazides  may  cause  manilestation  of  latent  diabetes 
mellilus.  The  effects  of  oral  anticoagulants  may  be  decreased 
when  used  concurrently  with  hydrochlorothiazide:  dosage 
adjustments  may  be  necessary.  Clinically  insignificant  reductions 
in  arterial  responsiveness  to  norepinephrine  have  been  reported. 

Thiazides  have  also  been  shown  to  increase  the  paralyzing  effect 
of  nondepolarizing  muscle  reiaxants  such  as  tubocurarine. 

Triamterene  is  a weak  folic  acid  antagonist.  Do  periodic  blood 
studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients.  Use  cau- 
tiously in  surgical  patients.  Triamterene  has  been  found  in  renal 
stones  in  association  with  the  other  usual  calculus  components. 

Therefore,  'Dyazide'  should  be  used  with  caution  in  patients  with 
histones  of  stone  formation.  A few  occurrences  of  acute  renal 
failure  have  been  reported  in  pabents  on  'Dyazide'  when  treated 
with  indomethacin.  Therefore,  caution  is  advised  in  administering 
nonsteroidal  anti-inflammatory  agents  with  'Dyazide'.  The 


following  may  occur:  transient  elevated  BUN  or  creatinine  or  both, 
hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  and  gout,  digitalis  intoxication  (in 
hypokalemia),  decreasing  alkali  reserve  with  possible  metabolic 
acidosis.  'Dyazide ' interferes  with  fluorescent  measurement  of 
guinidine.  Hypokalemia  is  uncommon  with  ‘Dyazide '.  but  should  it 
develop,  corrective  measures  should  be  taken  such  as  potassium 
supplementation  or  increased  dietary  intake  of  potassium-rich 
loads.  Corrective  measures  should  be  instituted  cautiously  and 
serum  potassium  levels  determined.  Discontinue  corrective 
measures  and  ‘Dyazide  ‘ should  laboratory  values  reveal  elevated 
serum  potassium.  Chloride  delicil  may  occur  as  well  as  dilutional 
hyponatremia.  Concurrent  use  with  chlorpropamide  may  increase 
the  risk  at  severe  hyponatremia.  Serum  FBI  levels  may  decrease 
without  signs  of  thyroid  disturbance.  Calcium  excretion  is 
decreased  by  thiazides.  ‘Dyazide ' should  be  withdrawn  before 
conducting  tests  lor  parathyroid  lunclion.  Thiazides  may  add  to  or 
potentiate  the  action  of  other  antihypertensive  drugs,  Diuretics 
reduce  renal  clearance  of  lithium  and  increase  the  risk  of  tithium 
toxicity. 

Adverse  HeacUons:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth:  anaphylaxis,  rash,  urticaria,  photosensi- 
livity,  purpura,  other  dermatological  conditions:  nausea  and 
vomiting,  diarrhea,  constipation,  other  gastroinlestinal  distur- 
bances: postural  hypotension  (may  be  aggravated  by  alcohol, 
barbiturates,  or  narcotics).  Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and  respiratory  distress  including 
pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadeniUs,  and  vertigo  have  occurred  with  thiazides  alone 
Triamterene  has  been  found  in  renal  stones  in  association  with 
other  usual  calculus  components.  Bare  incidents  of  acute 
interstitial  nephritis  have  been  reported.  Impotence  has  been 
reported  in  a lew  patients  on  Dyazide  ',  although  a causal 
relationship  has  not  been  established. 

Supplied:  ‘Dyazide ' is  supplied  as  a red  and  white  capsule,  la 
bottles  of  1000  capsules;  Single  Unit  Packages  (unit-dose)  ol 
100  (intended  lor  mslitutmal  use  only);  In  Patient-Pak’"  unit- 
nl-use  bottles  of  100. 

BBS-DZ:L45 


Before  prescribing,  see  complete 
prescribing  information  in 
SK&F  CO.  literature  or  PDR. 
The  following  is  a brie! summary. 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or 
hypertension.  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more  convenient  in 
patient  management  Treatment  of  hypertension  and  edema 
is  not  static,  but  must  be  reevaluated  as  conditions  in  each 
patient  warrant 


Contraindications:  Concomitant  use  with  other  potassium- 
sparing  agents  such  as  spironolactone  or  amiloride.  Further  use 
in  anuria,  progressive  renal  or  hepatic  dysfunction,  hyperkalemia. 
Pre-existing  elevated  serum  potassium.  Hypersensitivity  to  either 
component  or  other  sultonamide-derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or 
otherwise,  unless  hypokalemia  develops  or  dietary  intake  a! 
potassium  is  mark^ly  impaired.  If  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used.  Hyperkalemia  can 
occur,  and  has  been  associated  with  cardiac  irregularities.  It  is 
more  likely  in  the  severely  ill.  with  urine  volume  less  than  one  titer/ 
day.  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
insufficiency.  Periodically,  serum  levels  should  be  determined. 
If  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict  IC 
intake..  Associated  widened  QRS  complex  or  arrhythmia 
requires  prompt  additional  therapy.  Thiazides  cross  the  placental 
barrier  and  appear  in  cord  blood.  Use  in  pregnancy  requires 
weighing  anticipated  benefits  against  possible  hazards,  including 
fetal  or  neonatal  jaundice,  thrombocytopenia,  other  adverse 
reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  If  their  use  is  essential,  the  patient  should 
stop  nursing  Adequate  information  on  use  in  children  is  not 
available.  Sensitivity  reactions  may  occur  in  patients  with  or 
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PULSE  OF  THE  ISMS  AUXILIARY 


Widowed  . . . Five  Years 
Later 


By  Mrs.  Jessie  Fulcher,  R.N.  (Hershel), 
Co-Chairman,  ISMSA  Widow  Committee 


Five  years  ago,  life  was  filled  with 
the  typical  challenges  of  a physi- 
cian’s spouse:  carpools,  P.T.A.,  vol- 
unteer projects,  and  preparing  din- 
ner, then  holding  it  for  varying 
hours.  It  all  changed  when  my  phy- 
sician husband  died  unexpectedly  at 
age  51. 

Physicians  are  trained  to  antici- 
pate complications,  to  know  the 
probable  outcome  of  disease  or  ill- 
ness with  or  without  treatment.  This 
same  concern  must  be  carried  over 
in  the  physician’s  private  life.  The 
doctor  and  spouse  must  consider 
the  needs  of  the  family  in  the  event 
of  his  or  her  death. 

The  physician  and  spouse  should 
allocate  time  each  year  to  evaluate 
financial  status,  set  goals,  discuss 
and  record  comments  about  wills, 
safe  deposit  boxes,  insurance,  part- 
nerships, children,  funerals  and 
organ  donation.  Although  talking 
about  these  things  is  distasteful,  this 
simple  plan  of  communication  is  the 
most  caring  gift  a spouse  can  leave 
the  family.  I received  this  gift  and  it 
helped  me  to  focus  on  living  rather 
than  on  death.  It  was  a bridge  in  my 
transition  from  “care  taker’’  to 
“care  giver.’’ 

Personal  friends  and  members  of 


the  Sangamon  County  Medical 
Auxiliary  were  very  supportive  dur- 
ing my  “care  taker”  stage  and  I will 
forever  be  indebted  for  their  caring 
support  in  helping  me  through  dif- 
ficult times.  The  second  way  in 
which  the  auxiliary  was  helpful  to 
me  has  to  do  with  the  purpose  and 
goals  of  the  organization.  While  a 
member,  board  member  and  presi- 
dent of  the  Sangamon  County  Med- 
ical Society  Auxiliary,  I became 
more  fully  aware  of  one  of  the 
objectives  of  our  auxiliary  ...  to 
identify  health  needs  in  Springfield 
and  central  Illinois.  As  a registered 
nurse,  I was  responsive  to  these 
needs. 

I learned  a good  deal  about  the 
health  care  needs  of  our  aging  pop- 
ulation while  working  on  auxiliary 
projects.  As  medical  knowledge  and 
technology  continue  to  grow,  our 
life  expectancies  grow  in  tandem. 
In  1988,  10%  of  Americans  who  die 
will  be  over  85.  In  10  years,  the 
proportion  will  be  50%,  one-third 
of  whom  will  suffer  from  some  form 
of  dementia.  As  spouses,  we  can 
expect  that  physicians  will  continue 
to  work  long  and  hard  hours.  As 
community  leaders,  we  should 
anticipate  the  needs  of  aging  people 


who  can  still  lead  active  lives. 

Recognizing  these  facts  helped 
me  to  realize  that  there  was  a match 
between  what  the  community 
needed  and  what  I could  provide.  I 
decided  to  start  my  own  business 
for  that  purpose,  and  to  work 
with  auxiliary  to  fulfill  the  need 
through  community  leadership. 
The  widowed  auxilian  has  much 
information  to  share  with  fellow 
members  and  her  experiences  can 
be  a valuable  resource.  She  has 
learned  to  deal  with  the  courts, 
lawyers,  grieving  families,  invest- 
ment firms,  partners,  and  real 
estate  people  who  are  ready  to  sell 
the  house  before  the  funeral  is  com- 
plete. The  auxiliary  is  a ready-made 
support  group  for  those  who  are 
facing  a transition  because  of  the 
death  of  a spouse. 

The  physician  demonstrates  his 
compassion  by  how  he  cares  for  his 
patients.  He  demonstrates  his  com- 
passion and  love  for  his  family  by 
how  he  prepares  for  them  in  the 
event  of  an  unexpected  death. 
Make  preparations  now  so  your 
family  members  have  choices  for 
their  futures.  i 
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BOT  ABSTRACTS 

(continued  from  page  362 ) 


Medical  Practice  Act  being  proposed  by  other 
groups,  and  directed  that  specific  positions  be 
adopted  in  response. 

■ Adopted  the  Requests  for  Changes  in  Membership 
Status. 

■ Ratified  submission  of  Resolution  22  for  the  1988 
House  of  Delegates  which  establishes  the  title  of 
Executive  Vice  President  replacing  the  title  Execu- 
tive Administrator. 

■ Authorized  the  Chairman  of  the  Board  to  express 
ISMS  concerns  on  the  proposed  “Healthy  Kids” 
rule  if  the  situation  requires. 

■ Approved  an  outline  of  the  role  and  function  of  the 
Ad  Hoc  Committee  to  the  Third  Party  Payment 
Processes  Committee. 

■ Approved  sending  a letter  to  the  Director  of  the 
Department  of  Professional  Regulation,  offering 
the  Committee’s  resources  in  educating  the  staff 
and  Board  members  about  issues  of  physician 
impairment. 

■ Agreed  to:  (1)  Adopt  “Physician  Assistance  Com- 
mittee” and  “Physician  Assistance  Program”  as  the 
new  names  of  the  ISMS  committee  and  program  for 
impaired  and  troubled  physicians;  and  (2)  Submit  a 
resolution  to  the  1988  House  of  Delegates  chang- 
ing the  name  of  the  committee  and  the  program  in 
all  ISMS  documents  and  publications. 

■ Agreed  to  send  a letter  to  the  Illinois  High  School 
Association  recommending  that  shin  guards  be 
made  mandatory  for  high  school  soccer  players. 

■ Approved  an  amended  policy  statement  titled 
“Laboratories”  for  retention  in  the  Policy  Manu- 
al. 

■ Approved  deletion  of  the  Board  position  statement 
titled  “Blood  Banking”  from  the  ISMS  Official 
Actions  manual. 

■ Approved  changes  in  Public  Service  Award  crite- 
ria. 

■ Approved  proposed  revisions  to  the  ISMS  Goals 
and  Objectives. 

■ Agreed  to  support  preparations  for  making  the 
150th  Anniversary  of  the  ISMS  a celebration  by  the 
membership  and  an  event  to  enhance  the  ISMS’ 
image  among  the  public. 

■ Approved  funding  from  the  “undesignated  sur- 
plus” account,  the  HMSS  campaign  for  the  AMA 
HMSS’  Governing  Council’s  Member-At-Large 
position,  in  the  amount  of  $1,500. 

■ Elected  Dr.  Harold  L.  Jensen,  Harvey,  as  Chair- 
man. 

■ Nominated  Drs.  Phillip  Boren,  Alfred  Clementi, 
Ulrich  Danckers,  Robert  Hamilton,  Jerry  Ingalls 
and  Alfred  J.  Kiessel,  for  the  ISMIS  Board  of 
Directors. 

■ Appointed  Alexander  R.  Lerner  as  proxy  for  the 
shareholder,  Illinois  State  Medical  Society,  at  the 
annual  meeting  of  ISMIS,  May  4,  1988,  to  cast  the 
proxy  vote  for  Directors  of  ISMIS. 


NOMINATIONS  AND  APPOINTMENTS 

The  Board  made  the  following  nominations  and 
appointments: 

■ Nominated:  (1)  Dr.  Donald  E.  Pochyly,  Chicago,  to 
serve  on  the  ACCME  Committee  on  Review  and 
Recognition;  and  (2)  Drs.  George  Gallant,  Buffalo 
Grove;  John  Ruthman,  Peoria;  Ron  Lee,  Chicago; 
C.  Otto  Metzmaker,  Springfield;  Dennis  Uehara, 
Rockford  and  Darrell  Rust,  Bloomington,  to  serve 
as  IDPH  trauma  center  surveyors. 

■ Named  Dr.  Edward  Fesco  as  an  observer  to  the 
Cook  County  Department  of  Public  Health  Sex 
Education  Task  Force. 

■ Re-appointed  Drs.  Alan  Roman,  Flossmoor,  as  del- 
egate and  Michael  Davidson,  Oak  Park,  as  alternate 
delegate,  to  the  1988  Annual  Meeting  of  the  AMA’s 
Young  Physician  Section  Assembly. 

OTHER  MATTERS 

■ The  Board  adopted  a motion  expressing  gratitude 
and  respect  for  the  work  performed  by  past  chair- 
men of  the  Board.  By  this  a commemorative  plaque, 
honoring  ISMS  Board  of  Trustees  chairmen  who 
have  served  since  May,  1962,  will  be  established  at 
the  ISMS  office. 

■ Officers  and  Trustees  completing  terms  of  office 
were  presented  plaques  in  appreciation  of  their 
service. 

■ Certificates  of  Appreciation  were  presented  to 
ISMS  staff  members.  Larry  Boress  for  15  years  of 
service;  Holly  Boone,  Peter  Che,  Eliese  Diercks, 
Mary  Elligan,  Shelly  Fleming,  Laura  Hutchinson, 
Maeola  Mack,  Dorothy  Rupe,  Kenneth  Ryan,  Lau- 
rel Schwartz  and  Maria  Stephens  for  10  years. 

INFORMATIONAL  ITEMS 

The  Board  filed  December  31,  1987,  Audited  Finan- 
cial Statements  and  Schedules  for  Illinois  State  Medical 
Society,  Illinois  State  Medical  Benevolent  Fund,  Inc., 
The  Educational  and  Scientific  Foundation  of  Illinois 
State  Medical  Society;  March  31,  1988,  IMPAC  Collec- 
tion Data;  March  31,  1988,  Dues  Payment  Report. 

Dr.  Jensen,  in  order  to  constitute  the  Executive 
Committee,  appointed  Dr.  Alfred  Clementi  chairman 
of  the  Finance  Committee  and  Dr.  Ronald  Welch 
chairman  of  the  Policy  Committee. 

Informational  reports  were  presented  by  Committee 
on  CME  Accreditation,  ISMIS,  ISMIE,  Resident  Physi- 
cians Section,  Medical  Student  Section,  IMPAC,  Trust- 
ees, Speaker  of  the  House,  AMA  Delegation  Chairman 
and  AMA  Trustee  Dr.  John  J.  Ring. 


NEXT  MEETING 

The  next  Board  of  Trustees  meeting  was  set  for  June 
11,  1988,  at  ISMS  Headquarters.  i 
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Effective  once-nightly 

duodenal  ulcer  therapy  available  in  a 


Unique  Convenience  Pak 

for  better  patient  compliance 


AXID® 

nizatidine  capsules 

Brief  Summary.  Consult  the  package  insert  tor  prescribing  inlormation. 
Indications  and  Usage:  Axid  is  indicated  tor  up  to  eight  weeks  for  the  treatment 
of  active  duodenal  ulcer  In  most  patients,  the  ulcer  will  heal  within  four  weeks 
Axid  IS  indicated  tor  maintenance  therapy  for  duodenal  ulcer  patients,  at 
a reduced  dosage  of  150  mg  h s after  healing  of  an  active  duodenal  ulcer 
The  consequences  of  continuous  therapy  with  Axid  for  longer  than  one  year 
are  not  known 


Contralfidicatlon;  Axid  is  contraindicated  in  patients  with  known  hypersensitivity 
to  the  drug  and  should  be  used  with  caution  in  patients  with  hypersensitivity  to 
other  Hj-receptor  antagonists 

Precautions:  General-^-  Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastric  malignancy 
2 Because  nizatidine  is  excreted  primarily  by  the  kidney,  dosage  should  be 
reduced  in  patients  with  moderate  to  severe  renal  insuHicienoy 
3.  Pharmacokinetic  studies  in  patients  with  hepatorenal  syndrome  have  not 
been  done  Part  of  the  dose  of  nizatidine  is  metabolized  m the  liver  In  patients 
with  normal  renal  function  and  uncomplicated  hepatic  dysfunction,  the 
disposition  of  nizatidine  is  similar  to  that  in  normal  subjects 
Laboratory  Tesfs- False-positive  tests  lor  urobilinogen  with  Mullistix*  may 
occur  during  therapy  with  nizatidine 

Drug  lnteracUons-t\o  interactions  have  been  observed  between  Axid  and 
theophylline,  chlordiazepoxide,  lorazepam,  lidocame,  phenytoin,  and  warfarin 
Axid  does  not  inhibit  the  cytochrome  P-450-linked  drug-metabolizing  enzyme 
system,  therefore,  drug  interactions  mediated  by  inhibition  of  hepatic 
metabolism  are  not  expected  to  occur.  In  patients  given  very  high  doses  {3,900 
mg)  of  aspirin  daily,  increases  m serum  salicylate  levels  were  seen  when 
nizatidine,  150  mg  b i d , was  administered  concurrently 
Carc/nogenesrs.  Mutagenesis.  Impairment  ot  Fertility-k  two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80 
times  the  recommended  daily  therapeutic  dose)  showed  no  evidence  of  a 
carcinogenic  effect  There  was  a dose  related  increase  in  the  density  of 
enterochromaffin-like  (ECL)  cells  in  the  gastric  oxyntic  mucosa  In  a two-year 
study  in  mice,  there  was  no  evidence  of  a carcinogenic  effect  in  male  mice, 
although  hyperplastic  nodules  of  the  liver  were  increased  in  the  high  dose  males 
compared  to  placebo  Female  mice  given  the  high  dose  of  Axid  {2,000  mg/kg/day, 
about  330  times  the  human  dose)  showed  marginally  statistically  significant 
increases  m hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups  The  rate  of  hepatic 
carcinoma  in  the  high  dose  animals  was  within  the  historical  control  limits  seen 
for  the  strain  of  mice  used  The  female  mice  were  given  a dose  larger  than  the 
maximum  tolerated  dose,  as  indicated  by  excessive  (30%)  weight  decrement 


compared  to  concurrent  controls,  and  evidence  of  mild  liver  injury  (transaminase 
elevations)  The  occurrence  of  a marginal  finding  at  high  dose  only  m animals 
given  an  excessive,  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to  360  mg/kg/ 
day,  about  60  times  the  human  dose),  and  a negative  mutagenicity  battery  is  not 
considered  evidence  of  a carcinogenic  potential  for  Axid 
Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  ONA  synthesis, 
sister  chromatid  exchange,  and  the  mouse  lymphoma  assay. 

In  a two-generation,  perinatal  and  postnatal,  fertility  study  in  rats,  doses  of 
nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny 
Pregnancy -Teratogenic  Bftects-Pregnancy  Category  C-Oral  reproduction 
studies  in  rats  at  doses  up  to  300  times  the  human  dose,  and  in  Dutch  Belted 
rabbits  at  doses  up  to  55  times  the  human  dose,  revealed  no  evidence  of  impaired 
fertility  or  teratogenic  effect,  but,  at  a dose  equivalent  to  300  times  the  human 
dose,  treated  rabbits  had  abortions,  decreased  number  of  live  fetuses,  and 
depressed  fetal  weights.  On  intravenous  administration  to  pregnant  New  Zealand 
White  rabbits,  nizatidine  at  20  mg/kg  produced  cardiac  enlargement,  coarctation 
of  the  aortic  arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg/kg  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly,  and 
enlarged  heart  in  one  fetus.  There  are,  however,  no  adequate  and  well-controlled 
studies  in  pregnant  women  It  is  also  not  known  whether  nizatidine  can  cause 
fetal  harm  when  administered  to  a pregnant  woman  or  can  affect  reproduction 
capacity.  Nizatidine  should  be  used  during  pregnancy  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus 

Nursing  Mofhers  — Nizatidine  is  secreted  and  concentrated  in  the  milk  of 
lactating  rats  Pups  reared  by  treated  lactating  rats  had  depressed  growth  rates 
Ai’hough  no  studies  have  been  conducted  in  lactating  women,  nizatidine  is 
assumed  to  be  secreted  in  human  milk,  and  caution  should  be  exercised  when 
nizatidine  is  administered  to  nursing  mothers 
Pediatric  Use— Safety  and  effectiveness  in  children  have  not  been  established 
Use  in  Elderly  Paf/enfs- Ulcer  healing  rates  in  elderly  patients  are  similar  to 
those  in  younger  age  groups.  The  incidence  rates  of  adverse  events  and 
laboratory  test  abnormalities  are  also  similar  to  those  seen  in  other  age  groups 
Age  alone  may  not  be  an  important  factor  in  the  disposition  of  nizatidine  Elderly 
patients  may  have  reduced  renal  function 

Adverse  Reactions:  Clinical  trials  of  nizatidine  included  almost  5,000  patients 
given  nizatidine  in  studies  of  varying  durations  Domestic  placebo-controlled 
trials  included  over  1,900  patients  given  nizatidine  and  over  1.300  given  placebo 
Among  the  more  common  adverse  events  in  the  domestic  placebo-controlled 
trials,  sweating  (1%  vs  0 2%),  urticaria  (0  5%  vs  <"0  01%).  and  somnolence 
(2  4%  vs  1 3%)  were  significantly  more  common  in  the  nizatidine  group  A 
variety  of  less  common  events  was  also  reported,  it  was  not  possible  to 
Axid’  (nizatidine,  Lilly) 


determine  whether  these  were  caused  by  nizatidine 

Wepafic— Hepatocellular  injury,  evidenced  by  elevated  liver  enzyme  tests 
(SCOT  [AST],  SGPT  [ALT],  or  alkaline  phosphatase),  occurred  in  some  patients 
possibly  or  probably  related  to  nizatidine  In  some  cases,  there  was  marked 
elevation  of  SCOT,  SGPT  enzymes  (greater  than  500  lU/L),  and  in  a single 
instance.  SGPT  was  greater  than  2,000  lU/L  The  overall  rate  of  occurrences  of 
elevated  liver  enzymes  and  elevations  to  three  times  the  upper  limit  of  normal, 
however,  did  not  significantly  differ  from  the  rate  of  liver  enzyme  abnormalities  in 
placebo-treated  patients  AH  abnormalities  were  reversible  after  discontinuation 
of  Axid 

Ca/’diovascu/ar— In  clinical  pharmacology  studies,  short  episodes  of 
asymptomatic  ventricular  tachycardia  occurred  in  two  individuals  administered 
Axid  and  in  three  untreated  subjects 

fndocr/ne  — Clinical  pharmacology  studies  and  controlled  clinical  trials 
showed  no  evidence  of  antiandrogenic  activity  due  to  Axid.  Impotence  and 
decreased  libido  were  reported  with  equal  frequency  by  patients  who  received 
Axid  and  by  those  given  placebo  Rare  reports  of  gynecomastia  occurred 

Hemafo/og/c- Fatal  thrombocytopenia  was  reported  in  a patient  who  was 
treated  with  Axid  and  another  Hj-receptor  antagonist  On  previous  occasions, 
this  patient  had  experienced  thrombocytopenia  while  taking  other  drugs. 

/nfegumen/a/— Sweating  and  urticaria  were  reported  significantly  more 
frequently  in  nizatidine  than  in  placebo  patients  Rash  and  exfoliative  dermatitis 
were  also  reported 

O/fter— Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was 
reported 

Overdosage:  There  is  little  clinical  experience  with  overdosage  of  Axid  m 
humans  If  overdosage  occurs,  use' of  activated  charcoal,  emesis,  or  lavage 
should  be  considered  along  with  clinical  monitoring  and  supportive  therapy 
Renal  dialysis  for  four  to  six  hours  increased  plasma  clearance  by  approximately 
84%. 

Test  animals  that  received  large  doses  of  nizatidine  have  exhibited  cholinergic- 
type  effects,  including  lacrimation.  salivation,  emesis,  miosis,  and  diarrhea. 
Single  oral  doses  of  800  mg/kg  in  dogs  and  of  1,200  mg/kg  in  monkeys  were  not 
lethal  Intravenous  LDjo  values  in  the  rat  and  mouse  were  301  mg/kg  and  232 
mg/kg  respectively  PV  2091  AMP  (041288) 

Axid’  (nizatidine,  Lilly) 


Eli  Lilly  and  Company 

Indianapolis,  Indiana 

46285 


NZ-2903-B-849356  issa,  eli  lilly  and  company 
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Transderm-Nitro  nitroglycerin 

Transrtermal  Therapeutic  System 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING 
INFORMATION.  SEE  PACKAGE  INSERT) 


INDICATIONS  AND  USAGE 

This  drug  product  has  been  conditionally  approved  by  the  FDA 
for  the  prevention  and  treatment  of  angina  pectoris  due  to 
coronary  artery  disease.  The  conditional  approval  reflects  a 
determination  that  the  drug  may  be  marketed  while  further 
investigation  of  its  effectiveness  is  undertaken  A final 
evaluation  of  the  effectiveness  of  the  product  will  be  announced 
by  the  FOA 


CONTRAINDICATIONS 

Intolerance  of  organic  nitrate  drugs,  marked  anemia,  increased 
intraocular  pressure  or  increased  intracranial  pressure 


Illinois  Society  of 
Medical  Assistants 


WARNINGS 

In  patients  with  acute  myocardial  infarction  or  congestive  heart 
failure,  Transderm-Nitro  system  should  be  used  under  careful 
clinical  and/or  hemodynamic  monitoring 
In  terminating  treatment  of  anginal  patients,  both  the  dosage  and 
frequency  of  application  must  be  gradually  reduced  over  a period  of 
4 to  6 weeks  to  prevent  sudden  withdrawal  reactions,  which  are 
characteristic  of  all  vasodilators  In  the  nitroglycerin  class. 
Transdermal  nitroglycerin  systems  should  be  removed  before 
attempting  defibrillation  or  cardioversion  because  of  the  potential 
for  altered  electrical  conductivity  which  may  enhance  the  possibility 
of  arcing,  a phenomenon  associated  with  the  use  ot  defibrillators 

PRECAUTIONS 

Symptoms  of  hypotension,  such  as  faintness,  weakness  or 
dizziness,  particularly  orthostatic  hypotension  may  be  due  to 
overdosage  When  these  symptoms  occur,  the  dosage  should  be 
reduced  or  use  of  the  product  discontinued 
Transderm-Nitro  system  is  not  intended  for  immediate  relief  of 
anginal  attacks  For  this  purpose  occasional  use  of  the  sublingual 
preparations  may  be  necessary 

ADVERSE  REACTIONS 

Transient  headaches  are  the  most  common  side  effect,  especially 
when  higher  doses  of  the  drug  are  used  These  headaches  should  be 
treated  with  mild  analgesics  while  Transderm-Nitro  therapy  is 
continued  When  such  headaches  are  unresponsive  to  treatment 
the  nitroglycerin  dosage  should  be  reduced  or  use  of  the  product' 
discontinued 

Adverse  reactions  reported  less  freouently  include  hypotension, 
increased  heart  rate,  faintness,  flushing,  dizziness  nausea  and 
vomiting  These  symptoms  are  attributable  to  the  known  pharma- 
cologic effects  of  nitroglycerin,  but  may  be  symptoms  of  overdos- 
age When  fhey  persist  the  dose  should  be  reduced  or  use  ot  the 
product  discontinued  In  some  patients,  dermatitis  may  occur 

DOSAGE  AND  ADMINISTRATION 

Therapy  should  be  initiated  with  application  of  one  Transderm-Nitro 
5 mg, '24  hr  system  to  the  desired  area  of  skin  Many  patients  prefer 
the  chest;  if  hair  is  likely  to  interfere  with  system  adhesion  or 
removal,  it  can  be  clipped  prior  to  placement  of  the  system  Each 
system  is  designed  to  remain  in  place  lor  24  hours  and  each 
successive  application  should  be  to  a different  skin  area 
Transderm-Nitro  system  should  not  be  applied  to  the  distal  parts  of 
the  extremities. 

The  usual  dosage  is  one  Transderm-Nitro  5 mg  24  hr  system 
Some  patients,  however,  may  require  the  Transderm-Nitro  10  mg 
24  hr  system  If  a single  Transderm-Nifro  5 mg  24  hr  system  fails  to 
provide  adequate  clinical  response,  the  patient  should  be  instructed 
to  remove  it  and  apply  either  two  Transderm-Nitro  5 mg  24  hr 
systems  or  one  Transderm-Nitro  10  mg  24  hr  system  More 
systems  may  be  added  as  indicated  by  continued  careful  monitoring 
of  clinical  response  The  Transderm-Nitro  2 5 mg'24  hr  system  is 
useful  principally  for  decreasing  the  dosage  gradually,  though  it 
may  provide  adequate  therapy  for  some  patienfs  when  used  alone 
The  optimal  dosage  should  be  selected  based  upon  the  clinical 
response,  side  effects,  and  the  effects  of  therapy  upon  blood 
pressure  The  greatest  attainable  decrease  in  resting  blood  pressure 
that  IS  not  associated  with  clinical  symptoms  of  hypotension 
especially  during  orthostasis  indicates  the  optimal  dosage  To 
decrease  adverse  reactions,  the  size  and  or  number  ot  systems 
should  be  tailored  to  the  individual  patient’s  needs 
Do  not  store  above  86  F (30"C), 

PATIENT  INSTRUCTIONS  FOR  APPLICATIONS 

A patient  leaflet  is  supplied  with  the  systems 

Printed  in  U.S. A 629-5557-4  C87-23(Rev  7/87) 
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CIBA  Pharmaceutical  Company 
Division  of  CIBA-GEIGY  Corporation 
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1 Martines  C:  Comparison  of  the  prophylactic  anti-anginal 
effect  of  two  doses  of  Nitroderm  TTS  in  out-patients  with 
stable  angina  pectoris.  Curr  Ther  Res  1984;36:483-489. 

2,  Brady  EM,  Gold  OG.  Rosenbach  Ft:  Transdermal  nitro- 
glycerin antianginal  comparative  trial  involving  oral 
nitrates:  The  Transderm-Nitro  A C T.I.O  N.  Study.  Pre- 
sented at  2nd  Cardiovascular  Pharmacotherapy  Interna- 
tional Symposium.  San  Francisco,  October  1987, 
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By  Robin  Bluestein,  CMA-C 


A new  year  has  begun  for  the  Illi- 
nois Society  of  Medical  Assistants. 
This  gives  an  opportunity  to  reaf- 
hrm  and  expand  upon  our  organi- 
zational goals.  The  Illinois  Society  is 
more  than  30  years  old,  and  the 
medical  assisting  profession  has 
existed  for  an  even  longer  period  of 
time.  Unfortunately,  many  mem- 
bers of  the  medical  community  and 
the  general  public  are  unfamiliar 
with  our  profession. 

A medical  assistant  “is  a profes- 
sional multi-skilled  person  dedi- 
cated to  assisting  in  all  aspects  of 
medical  practice  under  the  supervi- 
sion of  a physician.”  The  practitio- 
ner assists  with  patient  care  man- 
agement, executes  administrative 
and  clinical  procedures,  and  often 
performs  managerial  and  superviso- 
ry functions.  Competence  in  the 
held  also  requires  that  a medical 
assistant  communicate  effectively, 
adhere  to  ethical  and  legal  stan- 
dards of  professional  practice,  rec- 
ognize and  respond  to  emergencies 
and  demonstrate  professionalism. 

If  the  physician  reading  this  deh- 
nition  shares  it  with  several  of  his/ 
her  colleagues,  the  medical  assisting 
profession  can  begin  to  become 
more  recognized. 

Two  of  my  main  focuses  this  year 
are  the  importance  of  a positive 
attitude  and  good  communication 
among  members  on  all  three  levels 
of  our  organization.  A positive  atti- 
tude may  help  our  members  appre- 


Message 


date  their  profession  and  our  orga- 
nization, leading  to  more  active 
involvement  in  issues  relating  to 
medical  assisting.  As  in  all  organiza- 
tions, there  can  be  a problem  with 
communication.  I believe  I have  an 
executive  board  whose  members 
can  work  well  together,  communi- 
cate well  with  the  entire  member- 
ship and  keep  the  lines  of  communi- 
cation open. 

Another  goal  this  year  is  to 
increase  membership.  Although 
our  membership  declined  several 
years  ago,  it  has  shown  an  increase 
this  past  year.  I believe,  as  member- 
ship increases,  the  main  purposes 
and  objectives  of  our  organization 
will  follow;  excellent  educational 
programs;  recognition  by  our  peers 
and  the  general  community;  and 
providing  the  best  service  possible 
as  professionals  of  the  medical  com- 
munity. 

Information  regarding  the  Illi- 
nois Society  and/or  medical  assist- 
ing can  be  obtained  from  Robin 
Bluestein,  CMA-C,  president,  Illi- 
nois Society,  10471  Dearlove  Road 
^IB,  Glenview  60025;  Lucille 
Perce,  CMA-C,  co-chairman,  public 
relations  committee,  22  W.  384 
Teakwood  Dr.,  Glen  Ellyn  60137; 
or  Ehlma  Garcia  Mendez,  CMA, 
EMT-A,  co-chairman,  public  rela- 
tions committee,  5015  Briartree 
^*^31 1,  Burbank  60459.  We  welcome 
all  inquiries.  i 
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Buccal 


Methyltestosterone  U.S.P  Tablets 


JVndroid/f 

Fluoxymesterone  U.S.P  Tablets,  10  mg. 


REFER TD 

PDR 


For  Full  Prescribing 
Information, 
Please  See  PDR. 


brown  pharmaceutical  company,  INC.  3300  Hyland  Avenue,  Costa  Mesa,  CA  92626 


GREENBERG  RADIOLOGY  INSTITUTE 

A COMPLETE  DIAGNOSTIC  AND 
TREATMENT  FACILITY  WITH 
STATE-OF-THE-ART  EQUIPMENT 
ON  ONE  SITE. 


Introducing  two  new  additions  to 
our  comprehensive  resources: 
One  of  the  highest  energy  accel- 
erators in  the  world  and  the  spec- 
troscopy research  accessory 

Linear  Accelerator 

Siemens  Mevatron  KD 

• 8 million-watts  radio  frequency 
power 

• dual  photon  capability-has 
capacity  to  utilize  up  to  25 
million  volts 

• separate  electron  beam,  energy 
range  of  7-21  million  electron 
volts 

• treatrnent  table  structured  for 
isocentric  positioning;  can 
encompass  virtually  every 
desired  treatment  program 

• attacks  tumor  mass  with  dose 
rates  up  to  900  rads/min. 

• reduces  skin  irritation,  gastro- 
intestinal side  effects  and  scar 
tissue  formation 

• CON  approved 

Spectroscopy  Research 
Accessory 

General  Electric 

• provides  chemical  analyses  of 
organs  in  vivo 

• provides  functional  information 
about  location  of  damaged  tissue 

• used  in  conjunction  with  Insti- 
tute’s Super  Conductive  1.5 

Testa  Magnetic  Resonance  Scanner 


MRI 

G.E.  Superconductive  1.5 
Tesla  High  Field  Strength 
Non  - Radiation  Imaging 

• Central  nervous  system  disorders 

• chest,  abdomen,  liver,  kidney,  pelvis 

• muscular-skeletal  system 

• hilar  and  mediastinal  masses 

• breast  malignancies 

• kidney  transplant  rejection 

• evaluation  of  blood  flow 

• multi-gated  cardiac  studies 

• CON  and  FDA  approved 

• future  capabilities 

Nuclear  Medicine 

Siemens  Nuclear  Scintiview  LFOV 

• multi-gated  cardiac  scans 

• cardiac  stress  testing 

• thallium  myocardial 

• ejection  fraction 

• pulmonary  perfusion  and  ventilation 

• brain,  spleen,  bone,  liver,  kidney, 
thyroid,  bone  marrow 

• flow  studies 

• gallium 

• all  in  vivo  procedures 

• quantitative  bone  analysis 

Computerized 

Tomography 

GE8800CTI  total  body  scanner 
with  scout  view 

• head  and  orbits:  axial  and  coronal 
capability 

• total  body:  neck,  thorax,  liver, 
spleen,  pelvis,  pancreas,  kidney, 
adrenal,  retroperitoneum 

• special  bone  and  spine 
procedures 

• reconstruction  capability 

• tumor  staging 

• dynamic  flow  procedures 

• special  temporal  bone  evaluation 

• future  capabilities 


Ultrasound 

Siemens  Digital  B- mode  and 
Stand  Alone  Phased  Array  Real 
Time  Scanning 

• gallbladder,  liver,  pancreas, 
kidney 

• obstetrical 

• pelvic 

• aortic 

• special  thyroid 


Intravenous  Digital 
Angiography 

Picker  Digital iDAS-211 

• carotid 

• cerebral 

• aorta  (thoracic  abdominal) 

• renal 

• peripheral  vascular 

• assessment  of  vascular  by-pass 
procedures 


General  Diagnostic 
Radiography 

Picker  X-Ray 

• standard  fluoroscopy  image 
intensification  with  TV 

• standard  tomography 

• standard  radiography 

• specialized  procedures: 
enteroclysis  arthrography, 
hysterosalpingography,  etc. 


Mammography 

• dedicated  equipment 

• 38  years  experience  inter- 
preting mammograms 


The  integration  of  the  linear  accelerator  and  spectroscopy  facilities  with  the  Institute  s collection  of  computerized 
equipment  creates  an  unparalleled  cancer  treatment  system.  The  addition  of  two  internationally  known  specialists 
John  Chao,  M.D.  (Chief  Radiation  Oncologist)  and  Michael  Barany,  M.D.,  Ph.D.(Director  of  Spectroscopy),  com- 
pletes our  total  radiology  system  , which  is  designed  to  complement  your  practice  in  terms  of  convenience  as  well 
as  diagnostic  and  treatment  effectiveness. 


GREENBERG  RADIOLOGY  INSTITUTE 

1535  Park  Avenue  West  • Highland  Park,  Illinois  • 60035 
(312)  831-0500 


IRVING  M.  GREENBERG.  M.D. 

Diplomate  American  Board  of  Radiology 
Diplomate  American  Board  ol  Nuclear  Medicine 


BRENT  M.  GREENBERG,  M.D. 

Diplomate  American  Board  ol  Radiology 


MARK  GREENBERG.  M.D. 

Diplomate  Amencan  Board  of  Radiology 


SUMMARY  OF  MINUTES 


1988  Annual  Meeting 
House  of  Delegates 


The  ISMS  House  of  Delegates  met  at  the  Westin  O'Hare  Hotel  in 
Rosemont,  April  22-24,  1988,  and  took  the  following  actions.  The 
official  minutes  of  the  House  are  on  file  at  the  headquarters  office  of 
the  Illinois  State  Medical  Society. 


UNFINISHED 

BUSINESS 

36  (A-87)  Not  Adopted 

(EOT  Report  A) — Medical  Studies 

Act 

Introduced  by  William  E.  Kobler, 
M.D.,  for  the  Winnebago  County  Med- 
ical Society 

Defeated  this  resolution  which 
called  upon  ISMS  to  introduce 
and  support  legislation  to  in- 
clude medical  corporations  and 
medical  clinics  under  the  provi- 
sions of  the  Medical  Studies 
Act. 


Substitute  49  (A-87)  Adopted 
(EOT  Report  E) — Anti-Physician  Let- 
ters 

Introduced  by  Roger  N.  Klam,  M.D., 
for  the  Jackson  County  Medical  Soci- 
ety 

Directed  that  the  Society  intro- 
duce a resolution  to  the  AMA 
urging  it  to  seek  legislative  and/ 
or  regulatory  change  to  the 
ERISA  statute.  The  purpose  of 
this  would  be  to  address  the 
problem  of  self-insured  employ- 
ers inducing  patients  to  avoid 
paying  physician  bills  by  offering 
to  pay  the  legal  expenses  of  and 
indemnify  patients  who  refuse  to 


pay  more  than  the  amount 
allowed  by  the  payor. 


REEERENCE 
COMMITTEE  ON 
AMENDMENTS  TO 
CONSTITUTION 
AND  BYLAWS 

13  (A-88)  Not  Adopted 
Inclusion  of  Opinion  Disclaimers  on 
JAMA  Essays 

Introduced  by  Joseph  R.  O’Donnell, 
M.D.,  for  the  DuPage  County  Medical 
Society 

Defeated  this  resolution,  which 
called  upon  the  Society  to;  (1) 
Recommend  to  the  AMA  that  in 
the  future  essays  not  be  printed 
in  the  journal  without  appropri- 
ate disclaimers  and  restatement 
of  relevant  AMA  policies  and 
principles  of  medical  ethics;  and 
(2)  That  the  Illinois  delegation  to 
the  AMA  submit  a resolution  at 
the  next  AMA  Annual  Meeting 
directing  the  AMA  to  include 
appropriate  disclaimers  and  re- 
statements of  relevant  AMA  poli- 
cies and  principles  of  medical 


ethics  with  essays  published  in 
JAMA. 


21  (A-88)  Referred  to  Board  for 
Study 

Medical  Staff  Eylaws  for  Outpatient 
Surgi-Centers 

Introduced  by  Robert  M.  Vanecko, 
M.D.,  for  the  Cook  County  Delegation 
Referred  to  the  Board  of  Trust- 
ees for  study  a proposal  that  the 
Society  adopt  the  policy  that  all 
licensed  free-standing  Surgi- 
Centers  (Ambulatory  Surgical 
Treatment  Centers,  ASTC)  have 
medical  staff  bylaws  and  that  the 
due  process  section  of  these  by- 
laws be  consistent  with  the  due 
process  guidelines  as  provided  by 
the  IDPH  Hospital  Licensing 
Act;  and  that  the  ISMS  seek  leg- 
islative reform  in  the  appropriate 
licensing  act. 


22  (A-88)  Adopted 
Amend  Chapter  VII,  Section  3 of 
Eylaws,  Title  of  Executive  Administra- 
tor 

Introduced  by  Alfred  J.  Kiessel,  M.D., 
for  the  Eoard  of  Trustees 

Directed  that  ISMS  Bylaws, 
Chapter  VII,  Section  3,  be 
amended  to  read:  “Section  3. 
Executive  Vice  President.  The 
Board  of  Trustees  shall  employ 
an  executive  vice  president 
whose  duties  shall  be  determined 
by  the  Board.  He  shall  be  respon- 
sible to  the  chairman  of  the 
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Board.  The  Board  shall  review  at 
each  of  its  meetings  the  interim 
activities  of  the  executive  vice 
president.  . . .”  Further  directed 
that  the  title  Executive  Adminis- 
trator be  changed  to  Executive 
Vice  President  in  any  other  por- 
tions of  the  bylaws,  e.g.:  Chapter 
VII,  Section  5B. 

Substitute  31  (A-88)  Adopted 
Telephone  Information 
Introduced  by  Chester  C.  Danehower, 
M.D.,  for  the  Peoria  Medical  Society 
Directed  that:  (I)  The  Society 
policy  on  Confidentiality  and 
Utilization  Review  be  amended 
to  include  the  statement  that  “a 
request  for  patient  information 
should  be  accompanied  by 
appropriate  authorization  and 
appropriate  releases”;  and  (2) 
That  it  is  an  ISMS  policy  that 
third  party  payors  should  not 
delay  reimbursement  for  their 
failure  to  provide  appropriate 
releases  from  patients. 

Substitute  43  (A-88)  Adopted 
Justification  of  Restraints  in  Long- 
Term  Care  Facilities 
Introduced  by  Jodie  Rai,  for  the  Medi- 
cal Student  Section 

Directed  that  the  policy  of  the 
Society  be  that  the  use  of 
restraints  in  long-term  care  facil- 
ities be  permitted  only  when 
medically  indicated  and  ap- 
proved by  the  patient’s  attending 
physician. 

59  (A-88)  Adopted 
Change  in  the  Name  of  the  Committee 
for  the  Impaired  Physician 
Introduced  by  Alfred  J.  Kiessel,  M.D., 
for  the  Board  of  Trustees 

Directed  that  the  Society  change 
the  name  of  its  committee  and 
program  to  assist  impaired  and 
troubled  physicians  to  the  “Phy- 
sician Assistance  Committee” 
and  “Physician  Assistance  Pro- 
gram”; and  that  this  change  be 
reflected  in  all  ISMS  documents 
and  publications. 

Reports 

Filed  for  information  the  following 
reports: 

Committee  on  Constitution  and 
Bylaws,  Policy  Committee. 


ISMS  President  Edward  J.  Fesco,  M.D.,  presents  memorial  plaque  to  Mrs.  Patricia 
Goslin,  commemorating  Allan  L Goslin,  M.D.,  who  died  suddenly  last  May,  only 
three  weeks  after  assuming  office  as  ISMS  president.  "Al's  tenure  was  tragically 
short,  but  characterized  nonetheless  by  his  boundless  energy  and  enthusiasm, " 
Dr.  Fesco  said.  "We  thank  you  and  your  children  for  sharing  your  husband  and 
father  with  us.  On  behalf  of  our  members,  / assure  you  that  his  many,  many 
contributions  will  be  remembered  for  a long  time  to  come. " 


REFERENCE 
COMMITTEE  A 

1 (A-88)  Not  Adopted 
Medical  Malpractice  Juries 
Introduced  by  Edwin  S.  Sinaiko,  M.D., 
Delegate 

Defeated  this  resolution,  which 
called  upon  the  Society  to  cause 
legislation  to  be  introduced  so 
that  in  cases  of  medical  malprac- 
tice, doctors  or  other  scientists 
knowledgable  in  the  matter 
brought  to  trial,  would  be  man- 
dated to  serve  on  the  juries  oth- 
erwise peopled  by  the  laity. 

2 (A-88)  Adopted 
Dues 

Introduced  by  Harold  L.  Jensen,  M.D., 
Secretary-Treasurer,  for  the  Board  of 
Trustees 

Directed  that  the  Society:  (I) 
Adopt  a $78  increase  in  annual 
dues  to  the  Illinois  State  Medical 
Society  in  1988,  effective  the 
1989  dues  year,  making  total 
dues  of  $351  for  a full  dues 
paying  member;  and  (2)  Make  no 
further  increase  of  dues  through 
1991. 


10  (A-88)  Not  Adopted 
Monitor  Malpractice  Insurance  in  Illi- 
nois 

Introduced  by  Samuel  J.  Schimel, 
M.D.,  Delegate 

Defeated  this  resolution,  which 
called  upon  the  Society  to  moni- 
tor the  premium  increases  of  all 
insurance  companies  writing 
malpractice  insurance  in  Illinois 
and  notify  the  members  in 
advance  of  any  increase  in  insur- 
ance premiums. 

33  (A-88)  Not  Adopted 
Medical  Malpractice  Expert  Opinion 
Introduced  by  Edwin  S.  Sinaiko,  M.D., 
Delegate 

Defeated  this  resolution  propos- 
ing that  it  be  ISMS  policy  that  in 
a medical  malpractice  suit,  a 
medical  expert  who  gives  an 
opinion  on  a plaintiffs  behalf  be 
mandated  to  fully  disclose  any 
fee  or  other  compensation 
received  for  providing  such 
expert  opinion;  and  that  this  pol- 
icy include  the  position  that  the 
specialist  who  provides  an  opin- 
ion for  the  affidavit  indicating 
that  a case  is  indeed  one  of  mal- 
practice, be  specific  as  to  why 
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such  is  the  case,  rather  than 
merely  stating  that  it  is  an  “opin- 
ion” without  specific  reasons. 


41  (A-88)  Adopted  As  Amended 
Joint  and  Several  Liabilities  Doctrine 
Introduced  by  Raymond  W.  Nemecek, 
M.D.,  Delegate 


Directed  that  the  Society  contin- 
ue to  review  its  position  regard- 
ing joint  and  several  liability. 

48  (A-88)  Not  Adopted 
ISMS  Financial  Reports 
Introduced  by  Albert  W.  Ray,  Jr., 
M.D.,  for  the  Will-Grundy  County 
Medical  Society 


Defeated  this  resolution,  which 
would  have  required  that  all 
future  financial  reports  be 
expanded  to  include  specific  cost 
data  of  various  operations, 
including  personally  identifiable 
salary  matters. 


Tell  the  Truth  and  Run 

Edward  J.  Fesco,  M.D.,  liked  to  quote  an  old  Czechoslovakian  phrase, 
"Tell  the  truth  and  run, " to  describe  his  President's  Tour.  His  parting 
address  was  marked  by  characteristic  candor. 


iM::34nGaicai 


Edward  J.  Fesco,  M.D.  (L)  accepts  past  president's  medallion  after  adminis- 
tering the  oath  of  office  to  his  successor,  ISMS  President  Harry  A.  Springer, 
M.D.  (R).  


“I  spoke  to  hundreds  of  physi- 
cians throughout  the  state  this 
year,”  he  told  the  House.  “They 
told  me  about  pressures  related 
to  malpractice  and  litigation. 
And  they  spoke  of  the  inept, 
often  insulting  intrusions  of  fed- 
eral and  state  alphabetized  agen- 
cies.” 

“Our  members  realize  that  we 
must  join  together  more  effec- 
tively to  represent  our  concerns 
and  our  patients’  concerns,”  he 
said.  “Don’t  become  disgruntled 
over  something  trivial  like  a busi- 
ness decision.  Remember  Ben 
Franklin’s  warning  to  his  compa- 
triots: ‘Yes,  we  must  indeed,  all 
hang  together,  or  most  assuredly 
we  shall  hang  separately.’  ” 

Fesco  called  upon  members  to 
communicate  with  their  patients. 
“I  talked  with  service  organiza- 
tions, chambers  of  commerce, 
reporters,  media  interviewers, 
call-in  programs,  students,  old 
and  young  people— patients  all,” 
he  said.  “People  are  hungry  for 
information  from  you — their 
doctor.  Patients  are  looking  for 
your  human  side.  You’re  entitled 
to  an  opinion.  Speak  to  them. 
Ask  them  what  is  bothering 
them.  Tell  them  what  is  bother- 
ing you.  Be  an  artist  as  well  as  a 
scientist.” 

Much  of  Dr.  Fesco’s  Presi- 
dent’s Tour  concerned  AIDS 


education.  “People  look  to  us  for 
guidance  in  their  community, 
and  counseling  when  it  reaches 
their  friends  and  acquain- 
tances,” he  said.  “Remember,  we 
are  the  ‘experts.’  With  a million 
people  carrying  the  virus  who 
will  sicken  and  die  at  great 
expense  in  the  next  decade,  we 
must  be  careful  and  accurate 
about  what  we  know.  And  even 
more  accurate  about  what  we 
don’t  know  about  this  disease 
and  what  to  do  about  it.  Don’t 
panic  when  that  first  AIDS 


patient  comes  in  or  you  start  to 
run  out  of  rubber  gloves.  You 
have  to  be  the  educator  and 
counselor.” 

“AIDS  vdll  give  a new  boost  to 
sex  education,”  he  predicted. 
“You  have  an  opportunity  now 
to  talk  about  these  things.  We 
can  thank  the  Surgeon  General 
for  densensitizing  the  popula- 
tion. Go  to  your  high  schools. 
Join  the  school  board.  Be  a 
source  of  factual  information.” 

“And  remember,  these  are  the 
good  old  days.”  4 
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50  (A-88)  Adopted  As  Amended 
Communication  with  Senior  Citizens 
Introduced  by  Theodore  M.  Kanellakes, 
M.D.,  for  the  Will-Grundy  County 
Medical  Society 

Directed  that  the  Society  seek  to 
strengthen  the  communications 
link  with  the  Illinois  Chapter  of 
the  American  Association  of 
Retired  Persons  and  other  inter- 
ested senior  citizens’  organiza- 
tions in  Illinois. 


Reports 

Filed  for  information  the  following 
reports: 

President,  President-Elect,  First 
Vice-President,  Secretary-Trea- 
surer, 1987  Dues  by  County, 
Chairman  of  the  Board  of  Trust- 
ees, Trustees,  Executive  Admin- 
istrator, Illinois  State  Medical 
Insurance  Services,  Planning  and 
Priorities  Committee,  Publica- 
tions Committee,  Illinois  Delega- 
tion to  the  American  Medical 
Association,  Illinois  State  Medi- 
cal Society  Auxiliary,  Education 
and  Scientific  Foundation,  Hos- 
pital Medical  Staff  Section,  Resi- 
dent Physicians  Section,  Medical 
Student  Section. 

REFERENCE 
COMMITTEE  B 

6 (A-88)  Adopted 

ISMS  Policy  Titled,  “Minimum  Stan- 
dards for  Health  Insurance  Policies” 
Introduced  by  Alfred  J.  Kiessel,  M.D., 
for  the  Board  of  Trustees 

Directed  that  the  following  poli- 
cy statement  be  deleted  from  the 
ISMS  Policy  Manual:  “Minimum 
Standards  for  Health  Insurance 
Programs.” 

8 (A-88)  Adopted  As  Editorially 
Amended 

ISMS  Policy  Titled,  “Inadequate 
HMO  Psychiatric  Benefits” 

Introduced  by  Alfred  J.  Kiessel,  M.D., 
for  the  Board  of  Trustees 

Directed  that  the  Society  delete 
the  following  ISMS  policy  state- 
ment from  the  ISMS  Policy  Man- 
ual: “Inadequate  HMO  Psychiat- 
ric Benefits.” 


Substitute  II  (A-88)  Adopted  in 
Lieu  of  II,  12,  58  (A-88) 

Medicare  Denials 

Introduced  by  fohn  Taraska,  M.D.,  for 
the  Peoria  Medical  Society 
“Medically  Unnecessary”  Letters 
Introduced  by  Samuel  J.  Schimel, 
M.D.,  Delegate 

General  Accounting  Office  Investiga- 
tion of  the  Actions  of  the  Health  Care 
Financing  Administration  in  Imple- 
menting Medicare’s  “Medical  Necessity 
Screens” 

Introduced  by  Wayne  H.  Leimbach, 
M.D.,  for  the  Kane  County  Medical 
Society 

Directed  that  the  Society:  (1) 
Support  repeal  of  those  portions 
of  the  Medicare  law  which  allow 
suspension  or  rejection  of  claims 
on  the  basis  of  medical  necessity 
before  physician  peer  review  of 
the  claims  has  occurred;  (2)  And 
its  members  contact  the  Illinois 
Congressional  Delegation  in  sup- 
port of  such  repeal;  (3)  Bring  a 
similar  resolution  to  the  AMA; 
and  (4)  Pursue  with  the  AMA  the 
possibility  of  a GAO  investiga- 
tion into  HCFA’s  actions  in 
implementing  this  initiative. 

Substitute  14  (A-88)  Adopted 
Informing  Medicare  Beneficiaries  of 
Potential  Denials 

Introduced  by  Robert  Fitzgerald,  M.D., 
for  the  DuPage  County  Society 

Directed  that  the  Society  develop 


an  informational  instrument  to 
be  used  by  physicians  as  guide- 
lines to  document  that  the 
patient  has  been  informed  of 
potential  Medicare  denial  for  a 
given  service  and  agreed  to  pay 
for  the  service. 


16  (A-88)  Adopted 
Repeal  of  MAAC  Provisions 
Introduced  by  foseph  O’Donnell,  M.D., 
for  the  DuPage  County  Medical  Soci- 
ety 

Directed  that  the  Society:  (1) 
Request  the  AMA  to  seek  repeal 
of  the  MAAC  provision  of  the 
1986  Omnibus  Budget  Reconci- 
liation Act;  and  (2)  That  the  Illi- 
nois delegation  to  the  AMA 
introduce  a resolution  calling  for 
repeal  of  the  MAAC  provision  at 
the  next  AMA  Annual  Meeting. 

Substitute  20  (A-88)  Adopted 
Utilization  Parameters  for  Nursing 
Home  Visits 

Introduced  by  foseph  O’Donnell,  M.D., 
for  the  DuPage  County  Medical  Soci- 
ety 

Directed  that  the  Society  ask  the 
AMA  to  seek  immediate  changes 
in  the  HCFA  utilization  parame- 
ters to  allow  payment  for  treat- 
ing severely  ill  patients  in  the 
nursing  home  when  used  as  an 
alternative  to  an  acute  hospital- 
ization. 


tSMS  past  presidents  gather  for  their  annual  gourmet  dinner.  Seated  (L-R)  are 
Morgan  M.  Meyer,  M.D.,  Immediate  Past  President  Jere  E.  Freidheim,  M.D.,  and 
Robert  C.  Hamilton,  M.D.  Standing  (L-R)  are  Herschel  Browns,  M.D.,  Willard  C. 
Scrivner,  M.D.,  Joseph  H.  Skom,  M.D.,  Fred  Z.  White,  M.D.,  George  T.  Wilkins,  Jr., 
M.D.,  Frank  J.  Jirka,  Jr.,  M.D.,  P.  John  Seward,  M.D.,  Fredric  D.  Lake,  M.D.,  J.  M. 
Ingalls,  M.D.,  Robert  P.  Johnson,  M.D.  and  C.J.  Jannings,  III,  M.D. 
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32  (A-88)  Referred  to  Board  for 
Study 

Eliminate  Discrimination  Against  Pa- 
tients in  Health  Insurance  Coverage 
Introduced  by  Silvana  Menendez, 
M.D.,  Delegate 

Referred  to  the  Board  of  Trust- 
ees for  study  a proposal  that 
ISMS  policy  be  modified  to  sup- 
port the  inclusion  of  required 
nondiscriminatory  psychiatric 
benefits  in  health  insurance  poli- 
cies written  in  Illinois;  and  that 
ISMS  actively  support  efforts  to 
improve  the  delivery  of  health 
care  in  Illinois,  by  modification 
of  the  laws  and  promotion  of 
non-discrimination  in  benefits 
afforded  Illinois  citizens  who  are 
in  need  of  psychiatric  care. 

Substitute  34  (A-88)  Adopted 
Allocation  of  Medicare  Administrative 
Expenses 

Introduced  by  Robert  M.  Vanecko, 
M.D.,  Chairman,  Cook  County  Delega- 
tion 

Directed  that  the  Society  publi- 
cize, on  a continuing  basis,  spe- 
cific financial  information  on  the 
portion  of  Medicare  dollars 
which  are  allocated  for  the 
health  care  of  senior  citizens  but 
spent  on  administrative  ex- 
penses. 


Delegate  Jack  Whitney,  immediate 
past  chairman  of  the  ISMS  Medical 
Student  Section,  participates  in  House 
debate. 


38  (A-88)  Adopted 
Medicare’s  Ambulance  Service  Regula- 
tions 

Introduced  by  Alfred  J.  Kiessel,  M.D., 
for  the  Board  of  Trustees 

Directed  that  the  Society  urge 


the  AMA  to  support  changes  in 
Medicare  regulations  governing 
ambulance  service  coverage 
guidelines  which  would  expand 
the  term  “appropriate  facility” 
to  allow  payment  for  transport  to 
facilities  other  than  the  closest, 
based  upon  the  physician’s  judg- 
ment; and  that  the  ISMS  deleg- 
tion  to  the  AMA  introduce  a 
resolution  to  this  effect. 


Substitute  42  (A-88)  Adopted  As 

Amended 

Medicare  Review 

Introduced  by  W.  G.  Thielemann, 
M.D.,  for  the  McLean  County  Medical 
Society 

Directed  that  the  Society:  (1) 
Work  to  ensure  that  PRO  stan- 
dards and  criteria  are  developed 
and  applied  equitably;  (2)  Act  to 
initiate  any  measures  deemed 
appropriate  including  the  in- 
volvement of  HCFA,  the  AMA, 
and  the  Congressional  Delega- 
tion to  ensure  that  these  PRO 
standards,  criteria  and  proce- 
dures are  implemented  in  a 
proper  manner;  (3)  Support  the 
concept  that  only  qualified,  prac- 
ticing physicians  be  designated  as 
reviewers  of  physicians  in  the 
same  specialty  being  reviewed; 
and  (4)  Bring  a similar  resolution 
to  the  AMA. 


Members  of  the  ISMS  Fifty  Year  Club. 


51  (A-88)  Referred  to  Board  for 
Study 

Coalition  for  Medicare 
Introduced  by  Stanley  Rousonelos, 
M.D.,  for  the  Will-Grundy  County 
Medical  Society 

Referred  to  the  Board  of  Trust- 
ees for  study  a proposal  that:  (1) 
The  physicians  of  Illinois, 
through  the  ISMS,  seek  to  estab- 
lish and  maintain  a coalition  of 
organized  medicine.  Medicare 
recipients  and  other  interested 
parties;  (2)  That  coalition  use  its 
collective  political  power  to 
strengthen  the  Medicare  system; 
and  (3)  The  ISMS,  through  its 
delegation  to  the  AMA’s  House 
of  Delegates,  introduce  a resolu- 
tion calling  for  the  establishment 
of  a nationwide  coalition  of  a 
similar  nature. 
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Substitute  55  (A-88)  Adopted 
Illinois  Department  of  Public  Aid 
(IDPA)  Reimbursement 
Introduced  by  Kishore  Thampy,  M.D., 
Delegate 

Directed  that:  (1)  ISMS  adopt  as 
a priority  goal  the  attainment  of 
adequate  funding  of  the  Medic- 
aid program;  and  (2)  Funding 
levels  be  sought  which  allow  a 
meaningful  reduction  in  the  pay- 
ment cycle. 

Reports 

Filed  for  information  the  following 
reports: 

Committee  on  Health  Planning, 
Committee  on  Third  Party  Pay- 
ment Processes,  Council  on  Eco- 
nomics 

REFERENCE 
COMMITTEE  C 

3  (A-88)  Adopted 
ISMS  Policy  titled  “Disaster  Teams” 
Introduced  by  Alfred  J.  Kiessel,  M.D., 
for  the  Board  of  Trustees 

Directed  that  the  Society  delete 
the  ISMS  policy  titled  “Disaster 
Teams”  from  the  ISMS  Policy 
Manual. 


4 (A-88)  Not  Adopted 

ISMS  Policy  titled,  “Hospital  Proce- 
dures with  Mental  and  Physical  Ill- 
ness” 

Introduced  by  Alfred  J.  Kiessel,  M.D., 
for  the  Board  of  Trustees 

Defeated  this  resolution,  which 
called  upon  the  Society  to  delete 
the  ISMS  policy  titled,  “Hospital 
Procedures  with  Mental  and 
Physical  Illness”  from  the  ISMS 
Policy  Manual. 

5 (A-88)  Not  Adopted 

ISMS  Policy  titled  “Involuntary  Certi- 
fication” 

Introduced  by  Alfred  f.  Kiessel,  M.D., 
for  the  Board  of  Trustees 

Defeated  this  resolution,  which 
called  upon  the  Society  to  delete 
the  policy  titled,  “Involuntary 
Certification”  from  the  ISMS 
Policy  Manual. 


William  Hotchkiss,  M.D.,  American 
Medical  Association  president,  ad- 
dresses the  House  of  Delegates  on 
AMA  involvement  in  national  issues, 
such  as  Medicare's  “medical  neces- 
sity" letters  and  evaluation  of  relative 
value  studies. 


7 (A-88)  Adopted  As  Amended 
ISMS  Policy  titled  “Workers  Compen- 
sation” 

Introduced  by  Alfred  J.  Kiessel,  M.D., 
for  the  Board  of  Trustees 

Amended  the  ISMS  Policy  on 
“Workers  Compensation”  to 
read  as  follows:  “ISMS  opposes 
the  need  for  repeat  radiology 
examinations  of  the  same  bodily 
part  or  parts  performed  in  the 
course  of  evaluating  an  individu- 
al in  a worker’s  compensation 
case,  unless  a significant  change 
in  the  patient’s  condition  has  tak- 
en place  or  is  suspected.  The 
referring  physician  should  fur- 
nish all  pertinent  x-rays  and 
records  to  the  examining  physi- 


cian within  an  appropriate  peri- 
od.” 


9 (A-88)  Adopted  As  Amended 
Physician  Manpower  and  Its  Projected 
Future  Excess 

Introduced  by  Edward  S.  Warren, 
M.D.,  Delegate  for  the  Vermilion 
County  Medical  Society 

Directed  that  during  the  next 
year,  the  Society  address  the 
issue  of  physician  maldistribu- 
tion in  the  State  of  Illinois. 


23  (A-88)  Adopted 
Hospital  Closures  or  Mergers — Guide- 
lines for  Medical  Staff 
Introduced  by  Dennis  M.  Brown,  M.D., 
for  the  Hospital  Medical  Staff  Section 
Directed  that  the  Society  develop 
guidelines  for  pertinent  items  to 
be  considered  by  a physician  or 
medical  staff  when  a hospital 
closes  or  merges. 

26  (A-88)  Adopted  As  Amended 
Postgraduate  Education  for  Physicians 
in  Foreign  Countries 

Introduced  by  Dennis  M.  Brown,  M.D., 
for  the  Hospital  Medical  Staff  Section 
Directed  that  the  Society  investi- 
gate ways  for  foreign  physicians 
to  be  able  to  obtain  postgraduate 
continuing  education  and  train- 
ing in  the  United  States  and  Illi- 
nois, and  that  ISMS  encourage 
foreign  physicians  to  participate 
in  United  States  postgraduate 
education  so  that  this  would  aid 
their  countries,  their  fellow  phy- 
sicians and  their  patients. 

27  (A-88)  Adopted 

Storage  of  Physician  Credentials  and 
Performance  Files 

Introduced  by  Dennis  M.  Brown,  M.D., 
for  the  Hospital  Medical  Staff  Section 
Directed  that  the  Society  pursue 
with  diligence  the  matter  of  the 
disposition  of  the  staff  physician 
credentials  and  performance 
files  upon  an  Illinois  hospital’s 
closing,  and  that  the  necessary 
(ISMS)  policy,  legal,  and  legisla- 
tive issues  be  addressed  by 
ISMS. 


Substitute  36  (A-88)  Adopted  In 
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Speaking  Out 
for  Quality 


Newly  inaugurated  ISMS  President  Harry  A.  Springer,  M.D.,  holds  daughter 
Margo.  His  spouse,  Mavis,  and  son,  David,  look  on. 


In  his  inaugural  address,  ISMS 
President  Harry  A.  Springer, 
M.D.,  promised  to  seek  greater 
public  understanding  of  health 
care  issues  pertaining  to  the  ado- 
lescent and  aging  patient  popula- 
tions. He  stressed  the  continued 
importance  of  medical  malprac- 
tice tort  reform,  and  highlighted 
a new  communications  initiative 
from  the  Society. 

“The  aim  of  our  continuing 
campaign  to  protect  adolescent 
health,”  Dr.  Springer  told  the 
House,  “is  to  reduce  infant  mor- 
tality and  teen  parenting,  and 
prevent  sexually  transmitted  dis- 
ease— especially  AIDS.  Infant 
mortality  ties  directly  into  an 
important,  and  as  yet  unmet, 
state  obligation:  allocating 

enough  money  for  indigent 
health  care  through  the  public 
aid  program.  Without  obstetri- 
cians, pediatricians,  internists 
and  family  doctors  to  care  for 
indigent  mothers  and  their 
babies,  infant  mortality  will  per- 
sist. And  without  public  aid  reim- 
bursement even  approaching  the 
cost  of  medical  malpractice 
insurance  and  other  overhead 
costs,  more  and  more  doctors 
will  drop  out.” 

Turning  to  health  care  for  the 
aging  population.  Dr.  Springer 
said,  “In  recent  years,  we’ve  all 
felt  the  crunch.  Medicare  is  tight- 
ening its  belt,  squeezing  more 
and  more  from  patients,  physi- 
cians and  hospitals,  and  threat- 
ening to  go  even  further.” 

“Those  threats  are  real,”  he 
continued.  “On  the  horizon  is 
the  long-anticipated  release  of  a 
resource-based  ‘relative  value 
scale’  for  physician  services.  This 
Harvard  study  compares  what 
different  physicians  in  different 
specialties  do,  in  terms  of  time 
and  complexity.  Points,  or  rela- 
tive values,  are  assigned  to  each 
of  our  skills  and  procedures. 
These  points  will  be  tied  to  com- 


pensation. Most  likely,  this  will 
be  a vehicle  to  further  shrink  and 
perhaps  reallocate  the  Medicare 
pie.” 

“Rampant  cost-cutting  is  fast 
producing  a two-tiered  medical 
system,”  Dr.  Springer  warned. 
“We  are  the  patient’s  advocates, 
and  we  know  more  than  govern- 
ment bureaucrats  and  Harvard 
academics  about  front-line  medi- 
cal care  for  our  elderly  patients. 
We  must  continue  to  speak  out 
and  fight  for  quality.” 

Turning  to  yet  another  of  his 
four  priorities  for  the  year.  Dr. 
Springer  reiterated  the  impor- 
tance of  tort  reform.  “This  is  a 
very  important  election  year,”  he 
said.  “A  presidential  race  always 
sparks  a lot  of  public  interest. 
Let’s  capitalize  on  that  interest 
by  becoming  active  in  our  com- 
munities. Work  for  state  and 
local  candidates  you  approve  and 
help  ‘relieve’  those  you  don’t. 
We  will  win  caps  only  through 
winning  elections.” 

Finally,  the  newly-inaugurated 
president  turned  to  a new  com- 
munications initiative  scheduled 
for  launch  in  January  1989.  “As 
a result  of  your  feedback  in  sur- 
veys and  focus  groups  through- 
out the  state,”  he  said,  “the  Soci- 
ety is  revamping  its  publications. 
Illinois  Medicine  will  be  a new 


socioeconomic  newspaper  which 
you’ll  receive  twice  monthly.  It 
will  be  timely,  interesting  and 
sometimes  controversial  reading, 
geared  to  spark  your  interest  and 
inform  you  about  key  issues. 
Please  share  it  with  your  patients, 
legislators  and  news  media  repre- 
sentatives to  help  them  under- 
stand the  challenges  facing  medi- 
cine in  Illinois  today.” 

“As  many  of  you  know.  I’m  a 
plastic  surgeon,”  he  concluded. 
“I  deal  with  fixing  scars,  improv- 
ing a person’s  self  image,  mini- 
mizing the  effects  of  trauma. 
These  kinds  of  problems  are 
reminiscent  of  the  forces  buffet- 
ing medicine  today.” 

“We  have  scars  from  the  bat- 
tles fought  on  medical  malprac- 
tice, Medicare  and  other  fronts. 
They  have  made  us  wiser.  We’ve 
seen  cost-cutting  trauma  grip  the 
profession.  It  has  renewed  our 
commitment  to  quality.  We’ve 
watched  our  self-image  and  our 
public  image  diminish.  And  that 
has  challenged  our  complacency 
in  community  outreach  and 
brought  us  back  to  the  basics  of 
our  Hippocratic  Oath.  It  is  these 
positive  counterpoints  to  each  of 
the  challenges  facing  medicine 
today  that  I will  try  to  communi- 
cate within  and  without  our  pro- 
fession.” 
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Speaker  Gives  National  Perspective 

The  keynote  speaker,  syndicated  columnist  George  F.  Will,  brought  a 
good-humored  approach  to  national  politics  when  he  addressed  the 
House  on  Friday  morning. 


“The  deficit  is  only  a numerical 
expression  of  our  cultural  ten- 
dency to  consume  rather  than 
invest,”  syndicated  columnist 
George  F.  Will  told  the  House  of 
Delegates.  “Ours  is  not  a society 
that  reinforces  delayed  gratifica- 
tion.” 

“The  federal  government  does 
not  have  the  revenue  base  suffi- 
cient to  pay  the  bills  we  are 
determined  to  incur,”  he  said, 
warning  that  a tax  increase 
would  be  likely  in  the  near 
future.  “The  American  people 
talk  a ferocious  campaign  against 
big  government,”  he  said.  “But 
one  in  six  is  a federal  employee 
and  one  in  seven  is  a beneficiary 
of  transfer  payments.” 

Mr.  Will  cited  the  aging  of 
America,  coupled  with  rapid 
technological  advancement,  as 
fundamental  forces  in  national 
health  care  policymaking.  “In- 
creasingly,” he  said,  “the  budget 
is  a mechanism  for  transferring 
wealth  in  the  U.S.  from  the 
young  to  the  old.  The  70%  of  the 
health  care  budget  we  now  spend 
on  Social  Security  and  Medicare 
will  only  increase  in  years  to 


'1 


come.” 

Citing  the  difficult  choices 
posed  by  economics  and  technol- 
ogy, Will  encouraged  physicians 
to  seek  out  their  legislators  and 
communicate  on  the  issues.  “We 
have  to  let  our  political  leaders 
know  that  it  is  safe  to  talk  sense 
to  a reasonable  electorate,”  he 
said. 


Lieu  Of  28,  36,  52,  54  (A-88)  As 
Amended 

Medical  Licensure  Under  the  Medical 

Practice  Act  of  1987 

Introduced  by  Vedantham  Sprinivasan, 

M.D.,  for  the  DuPage  County  Medical 

Society 

Directed  that  the  Society:  (1) 
Explore  all  possibilities  in  creat- 
ing a mechanism  for  initial  licen- 
sure of  qualified  applicants  who 
graduated  from  medical  school 
prior  to  1985;  and  (2)  Reaffirm 
its  1985  policy  titled  “Discrimi- 
nation Against  Physicians”  which 


states  that  the  quality  of  medical 
training  is  an  appropriate  con- 
cern in  the  recruiting  and  cre- 
dentialing  of  physicians.  Howev- 
er, it  is  inappropriate  to  discrim- 
inate against  any  physician 
because  of  national  origin  or 
geographic  location  of  medical 
education. 


Substitute  46  (A-88)  Adopted 
Recognition  of  Childhood  Sexual 
Abuse  as  a Factor  in  Adolescent  Health 
Issues 


Introduced  by  fodie  Rai,  for  the  Medi- 
cal Student  Section 

Directed  that  the  Society:  (1) 
Include  childhood  sexual  abuse 
in  efforts  to  confront  adolescent 
health  issues;  and  (2)  Through  its 
AMA  Illinois  Delegation,  for- 
ward a related  resolution  to  the 
AMA  House  of  Delegates  at  its 
1 988  Annual  Meeting,  asking  the 
AMA  to  study  the  prevalence  of 
childhood  sexual  abuse  and  its 
contributions  to  teenage  preg- 
nancy and  sexual  abuse. 

47  (A-88)  Adopted  As  Amended 
Aedes  Albopictus  Infestation  in 
Urban  Areas  of  the  United  States 
Introduced  by  fodie  Rai,  for  the  Medi- 
cal Student  Section 

Directed  that  the  Society  encour- 
age and  advise  the  Illinois 
Department  of  Public  Health  in: 
(1)  The  study  of  the  actual  preva- 
lence of  A.  albopictus  in  Illinois 
and  the  potenti^  morbidity  and 
mortality  as  a result  of  its  pres- 
ence; (2)  The  development  of 
health  policy,  sanitation  stan- 
dards, and  medical  intervention 
in  response  to  the  diseases  car- 
ried by  this  mosquito  species; 
and  (3)  Public  awareness  pro- 
grams, if  necessary,  informing 
the  community  at  large  of  the 
problem  of  A.  albopictus  in  Illi- 
nois. 


53  (A-88)  Adopted  As  Amended 
Aid  to  the  University  of  Illinois  College 
of  Medicine  & Hospital 
Introduced  by  Judith  Peters,  M.D.,  for 
the  Resident  Physicians  Section  and 
Jodie  Rai,  for  the  Medical  Student 
Section 

Directed  that  the  Society  encour- 
age the  State  of  Illinois  to  main- 
tain its  commitment  to  quality 
medical  education  and  health 
care  for  all  the  people  of  Illi- 
nois. 


57  (A-88)  Not  Adopted 
Tuberculosis  in  Illinois 
Introduced  by  Donald  R.  Graham, 
M.D.,  for  the  Sangamon  County  Medi- 
cal Society 

Defeated  this  resolution,  which 
called  upon  the  Society  to 
endeavor  to  educate  its  members 
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about  the  rising  incidence  of 
tuberculosis  in  the  State  of  Illi- 
nois, and  that  it  communicate, 
especially  with  physicians  who 
provide  care  for  children,  the 
importance  of  early  and  vigorous 
treatment  of  tuberculosis  in 
those  patients,  and  that  it  co- 
sponsor with  the  Illinois  Depart- 
ment of  Public  Health  biannual 
regional  seminars  about  the  diag- 
nosis and  treatment  of  tubercu- 
losis in  Illinois. 


60  (A-88)  Adopted 
ISMS  Policy  titled,  “Laboratories” 
Introduced  by  Alfred  J.  Kiessel,  M.D., 
for  the  Board  of  Trustees 

Directed  the  Society  to  update 
and  expand  its  policy  titled  “Lab- 
oratories,” as  follows:  It  is  the 
policy  of  ISMS  that  hospital  and 
private  independent  clinical  lab- 
oratories that  are  currently  certi- 
hed  by  and  meet  the  standards  of 
the  College  of  American  Pathol- 
ogists’ Inspection  and  Accredita- 
tion Program  should  be  consid- 
ered to  have  deemed  status  by 
the  Illinois  Department  of  Public 
Health  and  not  be  required  to 


(L-R)  Anthony  L.  Barbato,  M.D.,  Alfred 
J.  Kiessel,  M.D.,  chairman,  ISMS  Board 
of  Trustees,  and  Mrs.  Evelyn  Perlmut- 
ter,  ISMS  Auxiliary  AMA-ERF  chairman, 
on  presentation  of  ISMS/ISMSA  contri- 
bution to  Illinois  medical  schools.  Dr. 
Barbato  accepted  the  checks,  totalling 
$119,000  in  unrestricted  grants  and 
$21,000  for  medical  student  financial 
assistance,  as  a representative  of  the 
Illinois  Council  of  Medical  School 
Deans. 


undergo  unnecessary,  duplica- 
tive annual  licensure  inspec- 
tions. 


Reports 

Filed  for  information  the  following 

reports: 

Task  Force  on  Financial  Aid  to 
Medical  Students,  Medical  Stu- 
dent Loan  Fund,  Drugs  and 
Therapeutics  Committee,  Coun- 
cil on  Medical  Services,  Council 
on  Mental  Health  and  Addiction, 
Council  on  Education  and  Man- 
power, Committee  on  CME 
Accreditation,  Committee  for 
the  Impaired  Physician,  Illinois 
Department  of  Public  Health, 
Illinois  Department  of  Rehabili- 
tation Services,  Illinois  Depart- 
ment of  Mental  Health  and 
Developmental  Disabilities,  Illi- 
nois Department  of  Alcoholism 
and  Substance  Abuse,  Illinois 
Department  on  Aging. 


REFERENCE 
COMMITTEE  D 

15  (A-88)  Adopted  As  Amended 
Protection  of  Retirement  Assets 
Introduced  by  Patricia  A.  Merwick, 
M.D.,  for  the  DuPage  County  Medical 
Society 

Directed  that  the  Society  support 
legislation  to  protect  retirement 
plans  from  seizure  to  satisfy  a 
judgment. 


Substitute  17  (A-88)  Adopted  In 
Lieu  of  17,  18,  19(A-88) 

Smoking  Ban  in  Public  Buildings  and 
Restaurants 

Introduced  by  Robert  E.  Fitzgerald, 
M.D.,  for  the  DuPage  County  Medical 
Society 

Directed  that  the  Society  support 
legislation  banning  smoking  in  all 
Illinois  public  buildings,  restau- 
rants, hospitals,  public  health 
facilities  and  public  transporta- 
tion vehicles,  except  when  desig- 
nated areas  are  provided. 


24  (A-88)  Referred  to  Board  for 
Study 

Mandatory  Informed  Consent  of  HIV 
Testing 


IMP  AC  Chairman  George  T.  Wilkins, 
Jr.,  M.D.,  urged  delegates  to  seek 
opportunities  to  persuade  their  col- 
leagues of  the  value  of  political 
involvement.  He  also  reported  that 
ten  Illinois  hospital  medical  staffs  had 
contributed  to  IMPAC  in  1987-88,  and 
added  his  support  for  their  commit- 
ment. Hospital  medical  staffs  cited  for 
1987  contributions  were  those  affili- 
ated with  St.  Anne's,  Ingalls  Memorial, 
South  Suburban,  Edward,  and  Resur- 
rection Hospitals.  Those  contributing 
in  1988  were  on  staff  of  Evanston, 
Edward,  Elmhurst  Memorial  and  Good 
Samaritan  Hospitals,  and  the  Carle 
Clinic. 


Introduced  by  Dennis  M.  Brown,  M.D., 
for  the  Hospital  Medical  Staff  Section 
Referred  to  the  Board  of  Trust- 
ees for  study  a proposal  that  the 
Society  be  opposed  to  the  Janua- 
ry 1,  1988,  Illinois  Public  Law  on 
Mandatory  Informed  Consent 
for  HIV  testing;  and  actively 
work  with  the  state  legislature  to 
repeal  this  law  during  the  spring 
1988  session  of  the  Illinois  Gen- 
eral Assembly. 


25  (A-88)  Adopted  As  Amended 
Mandatory  Pre-Marital  HIV  Testing 
Introduced  by  Dennis  M.  Brown,  M.D., 
for  the  Hospital  Medical  Staff  Section 
Directed  that  the  Society  actively 
work  with  state  legislators  to 
repeal  this  law  as  soon  as  possi- 
ble. 
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29  (A-88)  Adopted  As  Amended 
Premarital  Examination  Certificate 
Language 

Introduced  by  Albino  T.  Bismonte, 
M.D.,  Delegate 

Directed  that  the  Society  cause 
to  be  introduced  legislation  to 
change  the  language  of  the  pre- 
marital examination  certificate 
so  that  the  physician  can  attest 
only  to  the  known  facts. 

30  (A-88)  Adopted  As  Amended 
Certification  for  Emergency  Admis- 
sions 


Introduced  by  Lorin  D.  Whittaker, 
M.D.,  for  the  Peoria  Medical  Society 
Directed  that  the  Society  seek 
the  enactment  of  legislation  or 
regulations  which  would  prohibit 
third  parties’  avoiding  their 
financial  responsibilities  to  pa- 
tients who  require  emergency 
hospitalization. 

Substitute  35  (A-88)  Adopted  As 
Amended 
Good  Samaritan  Act 
Introduced  by  Robert  M.  Vanecko, 
M.D.,  Chairman,  Cook  County  Delega- 
tion 


Directed  that  the  Society  review 
the  Illinois  Good  Samaritan  Act 
with  the  aim  of  expanding  its 
scope. 

37  (A-88)  Adopted  As  Amended 

AIDS  as  an  Occupational  Hazard  for 

Health  Care  Workers 

Introduced  by  Raymond  A.  Dieter,  Jr., 

M.D.,  for  the  DuPage  County  Medical 

Society 

Directed  that  the  Society  cause 
to  be  introduced  and  support 
legislation  which  would  assure 
classification  of  AIDS  as  an  occu- 


Public  Service  Awards 
Commend 
Community  Leaders 


The  1988  ISMS  Public  Service 
Awards  singled  out  The  Care 
Center  of  Springfield  as  nonphy- 
sician recipient  and  Luke  Bur- 
chard,  M.D.,  Mattoon,  as  physi- 
cian recipient,  for  community 
service. 

“This  year,  I have  spent  much 
of  my  time  and  travels  urging  our 
media,  our  parents,  our  teachers, 
and  our  young  people  to  take 
heed  of  the  dangers  of  early  ado- 
lescent sexual  activity,”  said 
ISMS  President  Edward  Fesco, 
M.D.,  in  presenting  the  nonphy- 
sician award  to  Carolyn  Bodewes 
of  The  Care  Center  of  Spring- 
field.  “Because  of  our  Society’s 
message  to  Illinoisans  this  year,  I 
am  especially  proud  to  honor 
our  1988  nonphysician  public 
service  award  winner.  This  orga- 
nization has  been  in  the  fore- 
front for  many  years,  helping 
prospective  mothers  in  Spring- 
field,  Illinois,  toward  better 
health  and  quality  of  life.” 

“The  Care  Center  of  Spring- 
field  exists  and  thrives  in  trou- 
bled times  for  obstetrical  care,” 
Dr.  Fesco  said.  “And  that  is 
because  they  work  hand-in-glove 


Carolyn  Bodewes,  representing  The  Care  Center  of  Springfield  and  Luke 
Burchard,  M.D.,  1988  recipients  of  ISMS  Public  Service  Awards. 


with  Springfield’s  medical  com- 
munity to  find  care  for  those  who 
need  it,  in  full  understanding  of 


the  problems  buffeting  medicine 
today.” 

Dr.  Fesco  related  his  trip  to 
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pational  hazard  disease  to  be 
covered  through  Workers’  Com- 
pensation for  all  health  care  pro- 
viders who  contract  AIDS  in  the 
course  of  rendering  professional 
care. 


39  (A-88)  Adopted 
Cessation  of  Federal  Tobacco  Subsidy 
Introduced  by  Forrest  H.  Riordan,  III, 
M.D.,  for  the  Winnebago  County  Med- 
ical Society 

Directed  that  the  Society 
through  its  AMA  Delegation 
introduce  resolutions  that:  (1) 
Call  for  federal  legislation  to 
cease  all  subsidies  from  the  fed- 
eral government  to  farmers 
growing  tobacco;  and  (2)  Ask 
that  the  federal  government,  for 
the  next  three  years  after  termi- 


nation of  subsidies,  spend  an 
equal  amount  of  money  to  help 
needy  tobacco  farmers  to  switch 
into  production  of  other  agricul- 
ture products. 

40  (A-88)  Not  Adopted 
Tobacco  Product  Package  Labeling 
Introduced  by  Forrest  H.  Riordan,  III, 
M.D.,  for  the  Winnebago  County  Med- 
ical Society 

Defeated  this  resolution  which 
asked  that  the  ISMS-AMA  Dele- 
gation introduce  a resolution 
calling  for  federal  legislation 
requiring  the  tobacco  product 
manufacturers  to  print  an  easily 
identifiable  skull  and  crossbones 
emblem  on  the  back  and  sides  of 
each  package  of  cigarettes,  chew- 
ing tobacco,  cigars  and  snuff. 


44  (A-88)  Not  Adopted 
Speed  Limits  and  Trauma 
Introduced  by  Jodie  Rai,  for  the  Medi- 
cal Student  Section 

Defeated  this  resolution  which 
called  upon  the  Society  to  ask  the 
AMA  to:  (1)  Review  the  impact 
changes  in  the  speed  limits  have 
had  on  traumatic  deaths  and 
injury;  and  (2)  Encourage  its 
component  societies  to  review 
the  impact  of  changes  in  speed 
limits  on  the  traumatic  death  and 
injuries  and  report  their  findings 
to  the  state  and  local  govern- 
ments and  regulatory  agencies 
which  may  enact  or  designate 
changes  increasing  speed  limits 
above  55  mph. 


the  state  capital  to  testify  before 
a federal  congressional  commit- 
tee on  the  relationship  between 
infant  mortality  problems  and 
low  Medicaid  reimbursement  for 
obstetrical  care.  He  said  that  he 
had  expected  to  be  the  sole 
spokesman  for  physician  con- 
cerns, but  that  those  testifying 
from  The  Care  Center,  “spoke 
more  eloquently  than  I of  the 
profession’s  problems  and  their 
impact  upon  the  health  and  well- 
being of  Springfield  mothers  and 
their  babies.” 

The  Care  Center  provides  cri- 
sis intervention,  counseling  and 
education  to  persons  in  distress 
within  their  community.  They 
place  particular  emphasis  on 
problem  and  teen  pregnancies. 
Patient  education  on  the  impor- 
tance of  prenatal  care  and  refer- 
ral to  a local  obstetrician  are  part 
of  the  service  provided  to  new 
mothers  in  Springfield. 

In  accepting  the  award  for 
The  Care  Center  of  Springfield, 
Project  Director  Carolyn 
Bodewes  said  that  their  work 
would  not  be  possible  without 
the  cooperation  of  the  local  med- 


ical community.  Concerned  phy- 
sicians had  made  up  one-third  of 
the  founding  board  of  directors 
ten  years  before,  she  said. 

Physician  Award  to 
Mattoon,  MD 

Family  physician  Luke  Bur- 
chard,  M.D.,  was  selected  as  the 
1988  Physician  Public  Service 
Award  winner.  Burchard,  who 
last  year  chaired  the  Illinois 
Interagency  Council  on  Smoking 
and  Disease  and  is  president  of 
his  local  American  Cancer  Soci- 
ety chapter,  has  long  been  identi- 
fied with  community  health  edu- 
cation. 

“For  many  years,  we’ve  indi- 
vidually and  collectively  battled 
cigarette  smoking  zmd  its  high 
social,  health  and  economic 
costs,”  said  Dr.  Fesco  in  present- 
ing the  award.  “That’s  where  our 
Physician  Public  Service  Award 
winner  steps  into  the  picture. 
He’s  found  time  not  only  to  lead 
the  charge  against  smoking,  but 
to  handle  other  community  proj- 
ects as  well.” 

Dr.  Fesco  told  the  House  that 
Burchard  had  been  credited  with 


helping  build  the  coalition  which 
drafted  the  Illinois  Clean  Indoor 
Air  Act,  then  pending  before  the 
Illinois  legislature.  And  he  had 
helped  to  plan  youth  rallies  on 
drug  and  tobacco  use  drawing 
more  than  3,000  Rockford  stu- 
dents and  another  1500  in 
Springfield. 

“This  physician  does  more 
than  educate  his  own  patients 
about  the  dangers  of  smoking, 
drugs  and  alcohol,”  Dr.  Fesco 
said.  “He  seeks  out  forums  to  get 
his  message  across.  For  instance, 
last  year  he  organized,  judged 
and  helped  fund  a poster  contest 
for  his  community’s  local  school 
system.  Almost  1,000  entries 
were  displayed  at  the  local  mall. 
Here’s  a physician  who  truly 
works  to  keep  his  patients  and  his 
community  healthy.” 

“Fm  just  a country  doctor  try- 
ing to  make  a living,”  protested 
Dr.  Burchard  in  accepting  the 
award.  “We’ve  been  trying  for  a 
long  time  to  find  ways  to  teach 
patients  about  lifestyle  and  pre- 
ventive medicine  issues.  It’s  a 
sign  of  the  times  that  what  I do  is 
really  not  unique.”  i 
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ISMIE  Network  Meeting 
Answers  Policyholder  Questions 


Wondering  what  the  new  insur- 
ance year  will  hold  for  Exchange 
policyholders?  Have  a question 
about  defense  strategies  in  mal- 
practice cases  or  coverage  for 
paramedical  employees? 

Illinois  State  Medical  Inter- 
Insurance  Exchange  policyhold- 
ers heard  about  new  rates  and 
programs,  and  had  a chance  to 
query  Exchange  leaders  at  the 
ISMIE  Network  Meeting  during 
the  ISMS  Annual  Meeting.  The 
one-hour  Saturday  forum  was 
sponsored  by  the  Policyholder 
Services  Committee,  which  over- 
sees the  ISMIE  Network. 

About  60  policyholders  at- 
tended the  session,  where  they 
received  copies  of  the  annual 
report  of  the  Exchange,  as  well 
as  the  1988-89  rate  schedule. 
The  meeting  was  open  to  Net- 
work reps.  Exchange  policyhold- 
ers and  anyone  interested  in 
learning  more  about  the  Ex- 
change. 

Robert  C.  Hamilton,  M.D., 
chairman  of  the  Illinois  State 
Medical  Insurance  Services 
(ISMIS)  Board  of  Directors, 
opened  the  meeting  with  a pre- 
sentation on  ways  ISMIS  is 
improving  claims,  underwriting 
and  legal  team  operations  to  ben- 
efit policyholders. 

Fred  Z.  White,  M.D.,  chair- 
man of  the  ISMIE  Board  of  Gov- 
ernors, outlined  the  new  rates 
and  program  changes  for  1988- 
89.  The  meeting  was  moderated 


by  Boyd  E.  McCracken,  M.D., 
chairman  of  the  Policyholder 
Services  Committee. 


ISMIE  Network  Chairman  Boyd 
McCracken,  M.D. 


ISMIS  Board  of  Directors  Chairman 
Robert  C.  Hamilton,  M.D. 


ISMIS  recently  completed  an 
internal  audit  of  the  claims  and 
underwriting  divisions.  Dr. 
Hamilton  reported,  resulting  in 
developments  that  will  improve 
service  to  policyholders. 

ISMIS  has  prepared  a manual 
to  be  followed  by  defense  firms 
in  defending  ISMIE  insureds  and 
developed  objective  criteria  for 
evaluating  the  performance  of 
defense  firms. 

Company  Stable 

Dr.  Fred  White  described  the 
healthy  position  of  the  Exchange 
today.  A major  influence  has 
been  the  decline  in  claims  filed 
since  the  tort  reforms  of  1985: 
there  have  been  30%  to  38% 
fewer  claims  since  the  changes 
took  effect.  Later  in  the  meeting, 
Dr.  White  was  able  to  inform  the 
House  of  tentative  Department 
of  Insurance  approval  for  re- 
demption of  outstanding  Guar- 
anty Fund  Certificates. 

Dr.  White  also  announced  that 
physicians  entering  their  third 
year  of  claims-made  coverage 
would  see  a premium  increase  of 
8.2%  over  the  second-year  rates 
for  the  coming  policy  year.  First 
and  second  year  rates  had  actual- 
ly decreased. 

Also,  he  reported  that  the 
Exchange  was  offering  a new 
group/clinic  policy  for  groups  of 
25  or  more  physicians. 


398 


Illinois  Medical  Journal 


U.S.  Congressman  Henry  J.  Hyde  (R- 
Sixth  District)  told  physicians  attend- 
ing the  annual  Public  Affairs  Breakfast 
that  their  political  involvement  was 
key  to  intelligent  health  care  policy- 
making. "The  sensitive  relationship 
between  a doctor  and  a patient  can- 
not be  put  into  a formula, " he  said  in 
reference  to  government  mandates 
regarding  health  care.  "Humanity  and 
judgment  are  essential  components.  " 


Society:  (1)  Oppose  the  January 
1 , 1988,  Public  Law  on  Mandato- 
ry Informed  Consent  for  HIV 
testing;  and  (2)  Actively  work 
with  the  State  Legislature  to 
repeal  this  law  during  the  Spring 
1988  session  of  the  Illinois  Gen- 
eral Assembly. 


Reports 

Filed  for  information  the  following 
reports: 

Governmental  Affairs  Council, 
Medical  Legal  Council,  Illinois 
Society  of  Medical  Assistants, 
Council  on  Public  Relations  and 
Membership  Services  and  Illinois 
Department  of  Professional  Reg- 
ulation. 


MEMORIAL 

RESOLUTIONS 

The  House  also  adopted  memo- 
rial resolutions  in  memory  of 
Drs.  Allan  L.  Goslin,  Lee  N. 
Hamm  and  Harold  A.  Sofield 


and  expressed  its  profound  loss 
and  condolences  to  their  fami- 
lies. 


ELECT  OFFICERS, 
TRUSTEES,  AMA 
DELEGATES 

Dr.  Harry  A.  Springer,  Evanston,  was 
installed  as  ISMS  President,  suc- 
ceeding Dr.  Edward  J.  Fesco, 
LaSalle. 

Election  of  Officers 

At  the  concluding  session  of  the 
House,  1988-89  officers  were 
elected  unanimously.  They  are: 
Drs.  Eugene  P.  Johnson,  Casey, 
president-elect;  Pedro  A.  Poma, 
Melrose  Park,  hrst  vice-presi- 
dent; Donald  K.  Rokosch,  Dan- 
ville, second  vice-president;  Boyd 
E.  McCracken,  Greenville,  secre- 
tary-treasurer; Robert  M.  Rear- 
don, Bloomington,  speaker  of  the 
House,  and  Joan  E.  Cummings, 
Hines,  vice  speaker  of  the 
House. 


45  (A-88)  Adopted  As  Amended 
Medical  Student  Development  and 
Implementation  of  AIDS  Education 
Projects 

Introduced  by  Jodie  Rai,  for  the  Medi- 
cal Student  Section 

Directed  that  the  Society  urge  its 
members  to  lend  their  support 
and  assistance  to  medical  stu- 
dents in  the  development  and 
implementation  of  community 
appropriate  AIDS  education 
projects  targeted  toward  adoles- 
cents. 


49  (A-88)  Referred  to  Board  for 
Study 

Mandatory  Informed  Consent  for  HIV 
Testing 

Introduced  by  Van  L.  Hicks,  M.D.,  for 
the  Will-Grundy  County  Medical  Soci- 
ety 

Referred  to  the  Board  of  Trust- 
ees for  study  a proposal  that  the 


Seated,  (L-R)  Mrs.  Raymond  E.  Hoffmann,  ISMS  Auxiliary  president-elect  and  Mrs. 
Wesley  Betsill,  newly-installed  ISMSA  president.  Standing  behind  them  are  the 
members  of  the  newly-named  ISMS  Auxiliary  Board  of  Directors.  The  ISMSA 
Annual  Meeting,  held  in  conjunction  with  the  ISMS  House  of  Delegates  meeting, 
featured  an  educational  panel  on  adolescent  health,  and  speakers  from  the 
American  Medical  Association  Auxiliary  and  the  ISMS  Physician  Assistance 
Committee.  The  Auxiliary  House  of  Delegates  approved  resolutions  encouraging 
community  education  programs  on  organ  donation  and  drug  abuse  preven- 
tion. 
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Election  of  Trustees 

Elected  trustees  were:  Drs.  Ulrich 
F.  Danckers,  River  Forest,  Harold 
L.  Jensen,  Harvey,  and  William  J. 
Marshall,  Olympia  Fields,  Third 
District;  Lorris  M.  Bowers,  Peoria, 
Fourth  District;  Alfred  J.  Kiessel, 
Decatur,  Seventh  District. 

Judicial  Panel 

Dr.  Donald  E.  Morehead,  Ottawa, 
was  elected  to  serve  a five  year 
term  on  the  ISMS  Judicial  Pan- 
el. 

Illinois  AMA  Delegates 

The  House  of  Delegates  elected 
AMA  delegates  and  alternates  to 
serve  January  1,  1989  through 
December  31,  1990.  Elected  del- 
egates were:  Drs.  James  H.  Ander- 
sen, Joan  E.  Cummings,  Gail  D. 
Herman,  Henrietta  Herbolsheimer, 
Lawrence  L.  Hirsch,  Joseph  B. 
Perez,  Pedro  A.  Poma,  P.  John 
Seward,  Robert  M.  Vanecko,  Bred  Z. 
White  and  George  T.  Wilkins. 
Elected  alternate  delegates  were 


(L-R)  Howard  Chodash,  Bill  McDade 
and  JoAnne  Micale  confer  during  a 
break  in  the  ISMS  Medical  Student 
Section  Annual  Meeting,  held  in  con- 
junction with  the  ISMS  House  of  Dele- 
gates. The  students  elected  a new 
governing  council,  to  be  chaired  by  K. 
Gregory  Lucchesi  of  Northwestern 
Medical  School.  Also  elected  were 
Simone  Tizes,  Chicago  Medical  School, 
vice  chairman,  Prerna  Mona  Khanna, 
Ul  Rockford,  secretary/editor,  Mary 
Wade  Martin,  Ul  Rockford,  delegate  to 
ISMS  and  Robert  Klem,  SlU  Springfield, 
alternate  delegate. 


Drs.  Juanita  S.  Bartolome,  Jr.,  H. 
Constance  Bonbrest,  Audley  E.  Con- 
nor, Jr->  Chester  C.  Danehower, 
Edward  J.  Eesco,  Manuel  Guerrero, 
Roger  N.  Klam,  Eugene  B.  Loftin 
and  William  J.  Marshall  and  Mr. 
Scott  Bernstein.  Dr.  Alfred  J.  Kiessel 
was  elected  delegate  to  serve 
immediately  and  until  December 
31,  1989.  Drs.  Clair  M.  Callan 
and  Edward  J.  Eesco  were  elected 
alternate  delegates  to  complete 
unexpired  terms  until  December 
31,  1989. 

Rules  and  Order  of  Business 

Appointed  to  the  1989  House  of 
Delegates  Rules  and  Order  of 
Business  Committee  were  Drs. 
Alan  M.  Roman,  Flossmoor, 
chairman;  Julius  C.  Araujo,  Chi- 
cago; Albino  T.  Bismonte,  Gurnee; 
Eugene  B.  Loftin,  Elgin;  and 
Joseph  B.  Perez,  Rockford. 

1989  Dues 

The  secretary-treasurer  an- 
nounced that  the  per  capita  dues 
for  1989  would  be  $351. 


(Convention  photography  by  The  Photo  Partners,  Inc.) 
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President’s  Night 
Dinner  Dance 


Henrietta  Herbolsheimer,  M.D., 
hosted  an  evening  gala  honoring 
ISMS  President  Edward  J.  Fesco, 
M.D.  Physicians  and  their  guests 
enjoyed  Dr.  Herholsheimer’s  gra- 
cious comments,  as  well  as  the 
music  of  Franz  Benteler  and  The 
Royal  Strings.  And  in  a departure 
from  tradition,  Dr.  Fesco  was  the 
subject  of  a slide  show  highlighting 
his  President’s  Tour,  which  was  nar- 
rated by  Fred  Z.  White,  M.D. 


Clockwise  from  top  right:  Dr.  Fesco 
with  the  evening's  chairperson,  Hen- 
rietta Herbolsheimer,  M.D.;  Mrs. 
Edward  Fesco;  Dr.  and  Mrs.  Wayne 
Kassel;  Dr.  and  Mrs.  Fred  Z.  White;  Dr. 
and  Mrs.  Robert  Reardon;  Dr.  and  Mrs. 
Alfred  J.  Kiessel;  Dr.  Fesco  and  four  of 
his  five  daughters;  Mr.  and  Mrs.  Alex- 
ander R.  Lerner;  Dr.  and  Mrs.  Harold 
Jensen. 
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Issues  and 
Advocates 


Debate  on  the  floor  of  the  ISMS 
House  of  Delegates  and  in  reference 
committee  hearings  is  the  heart  of 
the  annual  meeting.  Here,  elected 
leaders  flesh  out  their  ideas,  and 
their  differences,  in  a classic  model 
of  representative  democracy. 

This  year,  sixty  resolutions  were 
before  the  300  delegates.  Topics 
ranged  from  psychiatric  benefits  in 
health  insurance  policies  to  Medi- 
care “medical  necessity”  denials. 
The  House  voted  unanimously  to  in- 
crease Society  dues.  They  firmly  sup- 
ported proposals  to  discourage  use 
of  tobacco  and  considered  problems 
with  the  Medicaid  program.  Adoles- 
cent health  care  concerns  were 
prominent,  as  were  those  related  to 
AIDS.  The  top  media  stories  proved 
to  be  their  firm  stand  in  opposition  to 
premarital  HIV  screening  tests,  and 
the  extended  debate — ending  in 
referral  for  study — of  the  state  law 
requiring  written  informed  consent 
prior  to  HIV  screening  tests. 


0 

gfe  Vl 

Clockwise  from  top  left:  Robert  M. 
Reardon,  M.D.,  Harlan  J.  Failor,  M.D., 
Michael  R.  Treister,  M.D.,  Charles  A. 
Beck,  M.D.,  James  A.  Bull,  M.D.,  Melvin 
J.  Freedman,  M.D.,  Harold  Goodman, 
M.D.,  Orlan  W.  Pfiasterer,  M.D. 


Clockwise  from  top  left:  Albert  IV. 
Ray,  Jr.,  M.D.,  Harry  A.  Springer,  M.D., 
Jodie  K.  Rai,  MSS  Delegate,  James 
McGee,  M.D.,  Edward  S.  Warren,  M.D., 
Albino  T.  Bismonte,  M.D.,  Joan  E. 
Cummings,  M.D.  Center:  Arvind  K. 
Goyal,  M.  D.  


1988-1989  Board  of  Trustees 


President 

President-Elect 

1st  Vice-President 

2nd  Vice-President 
Secretary-Treasurer 

Chairman, ‘Board  of  Trustees 

House  of  Delegates 

Speaker 

Vice-Speaker 

Trustees 

1st  Dist. 

2nd  Dist. 

3rd  Dist. 


4th  Dist. 

5th  Dist. 

6th  Dist. 

7th  Dist. 

8th  Dist. 
9th  Dist. 

10th  Dist. 
1 1th  Dist. 

12th  Dist. 


Trustee-At-Large 

AMA  Delegation 

Chairman  (Ex-Officio) 
ISMIE  Board  of  Governors 
Chairman  (Ex-Officio) 

ISMIS  Board  of  Directors 
Chairman  (Ex-Officio) 


Harry  A.  Springer,  M.D.,  800  Austin  St.,  Suite  610,  Evanston 
60202 

Eugene  P.  Johnson,  M.D.,  520  S.  Second  St.,  Apt.  #403,  Springfield 
62701 

Pedro  A.  Poma,  M.D.,  675  W.  North  Ave.,  Suite  407,  Melrose  Park 
60160 

Donald  K.  Rokosch,  M.D.,  800  N.  Logan,  Suite  104,  Danville  61832 
Boyd  E.  McCracken,  M.D.,  Health  Care  Drive,  R.R.  #3,  Box  40, 
Greenville  62246 

Harold  L.  Jensen,  M.D.,  Ingalls  Memorial  Hospital,  Office  of 
Medical  Affairs,  1 Ingalls  Dr.,  Harvey  60426 


Robert  M.  Reardon,  M.D.,  1008  N.  Main  St.,  Bloomington  61701 
Joan  E.  Cummings,  M.D.,  Extended  Care,  181  Hines  VA  Hospital, 
Bldg.  1,  Room  C-124D,  Hines  60141 


1990  David  B.  Littman,  M.D.,  1034  Old  Elm  Road,  Highland  Park  60035 
1989  Ross  N.  Hutchison,  M.D.,  126  E.  9th  St.,  P.O.  Box  388,  Gibson 
City  60936 

1989  James  H.  Andersen,  M.D.,  141  Breakenridge  Earm,  Oak  Brook 
60521 

1990  H.  Constance  Bonbrest,  M.D.,  Univ.  of  Illinois  College  of  Medicine, 
1737  W.  Polk  St.,  Bldg.  AOB/Room  414,  Chicago  60612 

1990  Alfred  J.  dementi,  M.D.,  675  W.  Central  Rd.,  Arlington  Hgts. 
60005 

1989  Audley  E.  Connor,  Jr.,  M.D.,  Jackson  Park  Hospital,  7531  S.  Stony 
Island  Ave.,  Chicago  60649 

1991  Ulrich  F.  Danckers,  M.D.,  1040  Monroe  Ave.,  River  Forest  60305 
1991  Harold  L.  Jensen,  M.D.,  Ingalls  Memorial  Hospital,  Office  of 

Medical  Affairs,  1 Ingalls  Dr.,  Harvey  60426 

1990  M.  Anita  Johnson,  M.D.,  8620  W.  93rd  Place,  Hickory  Hills  60457 

1991  William  J.  Marshall,  M.D.,  2601  Lincoln  Hwy.,  Olympia  Fields 
60461 

1990  Adriano  S.  Olivar,  M.D.,  St.  James  Hosp.,  Dept,  of  Pathology, 
Chicago  Rd.  & Lincoln  Hwy.,  Chicago  Heights  60411 

1990  Robert  M.  Vanecko,  M.D.,  6200  N.  Kilpatrick  Ave.,  Chicago  60646 

1991  Lorris  M.  Bowers,  M.D.,  214  NE  Glen  Oak,  Suite  600,  Peoria 
61603 

1989  Michael  C.  Snyder,  M.D.,  St.  John’s  Hosp.,  Dept,  of  Radiology,  800 
E.  Carpenter  St.,  Springfield  62702 

1990  George  T.  Wilkins,  Jr.,  M.D.,  #1  Glen  Ed  Prof.  Park,  Edwardsville 
62025 

1991  Alfred  J.  Kiessel,  M.D.,  St.  Mary’s  Hospital,  Dept,  of  Pathology, 
1800  E.  Lake  Shore  Dr.,  Decatur  62521 

1989  Arthur  R.  Traugott,  M.D.,  1107  Eliot  Dr.,  Urbana  61801 

1990  Phillip  D.  Boren,  M.D.,  Doctor’s  Clinic,  South  Plum  St.,  Carmi 
62821 

1990  Ronald  G.  Welch,  M.D.,  333  S.  Illinois,  Suite  B,  Belleville  62220 
1989  Raymond  A.  Dieter,  Jr.,  M.D.,  22  W.  240  Stanton  Rd.,  Glen  Ellyn 
60137 

1989  Raymond  E.  Hoffmann,  M.D.,  1030  Highview  Ave.,  Rockford 
61107 

1989  Edward  J.  Fesco,  M.D.,  206  Marquette  St.,  LaSalle  61301 

Robert  C.  Hamilton,  M.D.,  711  W.  North  Ave.,  Chicago  60610 

Fred  Z.  White,  M.D.,  P.O.  Box  279,  525  Sweetbriar,  Chillicothe 
61523 

Robert  C.  Hamilton,  M.D.,  711  W.  North  Ave.,  Chicago  60610 


Maximize 
your  lifetime 
investment. 

Call  Med  identic 
Practice  Sales 
when  its  time  to 
sell  your  practice. 


Chances  are  you  know 
MEDIDENTIC,  Inc.  as  the  quality 
management  consultants  to 
health  care  professionals.  In 
providing  business  services  to 
physicians  over  the  past  30 
years,  we  hove  often  been 
asked  to  perform  the  ultimate 
servioe:  to  sell  the  praotioe. 

We  know  whafs  involved, 
and  you  oan  benefit  from 
our  expertise. 


Medidentic 

Practice 

Sales 

460  South  Northwest  Highway 
Park  Ridge,  iL  60068 
312-696-0220 


Our  relationships  with 
thousands  of  health  care  pro- 
fessionals and  our  reputation 
for  quality  servioe  assure  you 
of  maximum  exposure  to  the 
marketpiaoe.  We'll  provide 
a realistic  appraisal  and  an 
aggressive  search  for  an  appro- 
priate buyer.  [Buyer  inquiries  are, 
of  oourse,  invited.)  Call  Dennis 
Anderson  at  696-0220,  or  use 
the  ooupon.  Confidentiality  is 
guaranteed. 


To  the  attention  of  Dennis  Anderson 

Medidentic  Practice  Sales 

460  S.  Northwest  Highway  Park  Ridge,  iL  60068 
□ Please  call  for  an  appointment. 

I am  interested  in  □ selling  □ buying  a practice. 

Name 

Address 

City 


IMJ 


. State. 


-Zip. 


Telephone 

I AM  INTERESTED  IN  OTHER  MEDIDENTIC  SERVICES 

□ Accounting  and  Inoome  Tax  Services  □ Computer  Billing 

□ Retirement  Plan  Administration  □ Practioe  Management  | 


GUIDE  TO  CONTINUING  MEDICAL  EDUCATION 


Compiled  for  Illinois  physicians  by 
the  Illinois  State  Medical  Society, 
Twenty  North  Michigan  Avenue, 
Suite  700,  Chicago  Illinois  60602, 
(312)  782-1654. 


July 

Allergy 

Clinical  Allergy  for  the  Practicing  Physician 
For:  Physicians.  Seminar,  July  21-23,  St.  Louis.  MO.  Spon- 
sor: Washington  University  School  of  Medicine.  Box  8063, 
660  S.  Euclid.  St.  Louis.  MO  631 10.  Fee:  $175.  Reg.  Limit: 
150.  Credit:  Category  1:15  hours:  AAFP  Prescribed:  15 
hours;  and  ADA:  15  hours.  Contact;  Loretta  Giacoletto. 
Phone:  (800)  325-9862. 

Emergency  Medicine 

Specialty  Review  in  Emergency  Medicine 
For:  Emergency,  family,  and  internal  medicine  practition- 
ers. Lecture.  July  25-30,  Chicago.  IL.  Sponsor:  Cook 
County  Graduate  School  of  Medicine,  707  S.  Wood,  Chica- 
go, IL  60612.  Fee:  $690.  Reg.  Limit:  None.  Credit: 
Category  1:  53  hours;  AAFP  Prescribed;  Applied  for:  and 
ACEP  Category  I:  Applied  for.  Contact:  Robert  J.  Baker. 
M.D  Phone:  (800)  621-4649  (in  Illinois);  (800)  621-4651 
(outside  Illinois). 

Medicine 

Specialty  Review  in  Internal  Medicine 
For;  Internists  and  medical  subspecialists.  Lecture,  July 
31 -Aug.  7,  Chicago,  IL.  Sponsor:  Cook  County  Graduate 
School  of  Medicine,  707  S.  W’ood,  Chicago,  I L 606 1 2.  Fee; 
$765.  Reg.  Limit:  None.  Credit:  Category  1:  65  hours. 
Contact:  Robert  J.  Baker,  M.D.  Phone:  (800)  621-4649  (in 
Illinois);  (800)  621-4651  (outside  Illinois). 

Pediatrics 

Specialty  Review  in  Pediatrics 

For:  Pediatricians.  Lecture,  July  17-23,  Chicago.  IL.  Spon- 
sor: Cook  County  Graduate  School  of  Medicine.  707  S. 
Wood,  Chicago.  IL  60612.  Fee:  $765.  Reg.  Limit:  None. 
Credit;  Category  1:  64  hours;  AAFP  Prescribed:  TBA:  and 
AAP(PREP):  64  hours.  Contact:  Robert  J.  Baker,  M.D. 
Phone:  (800)  621-4649  (in  Illinois);  (800)  621-4651  (out- 
side Illinois). 

August 

Obstetrics/Gynecology 

Gynecologic  Surgical  Techniques 

For:  Obstetricians  and  Gynecologists.  Lecture,  July  25-27, 
Chicago.  IL.  Sponsor:  Cook  County  Graduate  School  of 
Medicine,  707  S.  Wood,  Chicago.  IL  60612.  Fee;  $515. 
Reg.  Limit:  75.  Credit:  Category  1:  21  hours;  ACOG 
Formal  Learning:  20  cognates.  Contact:  Robert  J.  Baker, 
M.D.  Phone:  (800)  621-4649  (in  Illinois);  (800)  621-4651 
(outside  Illinois). 


Items  for  this  calendar  must  be 
received  90  days  prior  to  the  event. 
Those  received  earlier  may  appear 
in  up  to  three  monthly  issues, 
depending  upon  the  number  of  list- 
ings received.  Only  courses  meeting 
in  Illinois  or  adjacent  states  and/or 

Surgery 

Specialty  Review  in  Surgical  Critical  Care 
For:  Surgeons  and  Critical  Care  Specialists.  Lecture.  Aug. 
15-19,  Chicago.  IL.  Sponsor:  (3ook  County  Graduate 
School  of  Medicine.  707  S.  Wood,  Chicago.  IL  60612.  Fee: 
$645.  Reg.  Limit:  None,  Credit:  Category  1;  35  hours. 
Contact:  Robert  J.  Baker.  M.D.  Phone:  (800)  621-4649  (in 
Illinois);  (800)  621-4651  (outside  Illinois). 

Specialty  Review  in  General  Surgeiy,  Pan  I 
For:  General  and  specializing  surgeons.  Lecture,  Aug. 
22-Sept.  2.  Chicago,  IL,  Sponsor:  Cook  County  Graduate 
School  of  Medicine,  707  S.  W'ood,  Chicago,  IL  6061 2.  Fee: 
$880.  Reg.  Limit:  None.  Credit:  Category  1:  94  hours. 
Contact;  RoberiJ.  Baker,  M.D.  Phone:  (800)  621-4649  (in 
Illinois);  (800)  621-4651  (outside  Illinois). 

Surgery,  Ophthalmology,  Dermatology 

Laser  Use  and  Safety  Issues 

For:  Physicians  and  other  health  professionals.  Conference. 
August  25-26,  Madison,  W'L  Sponsor:  University  of  W'is- 
consin-Madison,  Continuing  Medical  Education.  2715  Mar- 
shall Court,  Madison.  WI  53705.  Fee:  TBA.  Reg.  Limit: 
None.  Credit:  Category  1:10  hours;  AOA  Category  2-D:  10 
hours;  University  of  Wisconsin  CEH;  10  hours.  Contact: 
Cathy  Means,  Program  Coordinator.  Phone:  (608)  263- 
6637. 


September 

Anesthesiology 

The  Use  and  Interpretation  of  Monitoring  and  New  Tech- 
nologies 

For:  Anesthesiologists.  Symposium.  Sept.  9-11,  Chicago,  I L. 
Sponsor:  University  of  Chicago  School  of  Medicine.  Center 
for  CME,  5841  Maryland,  Box  139,  Chicago,  IL  60637. 
Fee:  $275.  Reg.  Limit:  250.  Credit:  Category  1:  15.5  hours. 
Contact:  Marlene  Goldberg.  Phone:  (312)  702-1056. 

Cardiology 

Advances  in  Echocardiology 

For:  Cardiologists.  Symposium,  Sept.  8-9,  Chicago,  IL. 
Sponsor:  University  of  Chicago  School  of  Medicine,  Center 
for  CME,  5841  Maryland,  Box  139,  Chicago.  IL  60637. 
Fee:  $100.  Reg.  Limit:  200.  Credit:  Category  1:11  hours. 
Contact:  Marlene  Goldberg,  Phone:  (312)  702-1056. 


sponsored  by  an  Illinois  organiza- 
tion, if  meeting  outside  the  state, 
will  be  published.  Please  call  or 
write  ISMS  and  request  a “Calen- 
dar Listing  Form”  if  you  are  inter- 
ested in  publicizing  your  upcoming 
meeting  in  this  calendar. 


Dermatology 

Specialty  Review  in  Dermatology 

For:  Dermatologists.  Lecture.  Sept.  19-24,  Chicago,  IL. 
Sponsor:  Cook  County  Graduate  School  of  Medicine,  707 
S.  Wood,  Chicago,  IL  60612.  Fee:  $645.  Reg.  Limit:  90. 
Credit:  Category  1:  39  hours;  AAD  Category  1:  39  hours. 
Contact:  Robert  J.  Baker.  M.D.  Phone:  (800)  621-4649  (in 
Illinois);  (800)  621-4651  (outside  Illinois). 

Internal  Medicine 

Specialty  Review  in  Pulmonary  Disease 
For:  Internists  and  pulmonologists.  Lecture.  Sept.  26-30, 
Chicago,  IL-  Sponsor:  Cook  County  Graduate  School  of 
Medicine,  707  S.  Wood.  Chicago.  IL  60612.  Fee:  $645. 
Reg.  Limit:  90.  Credit:  Category  1:  40  hours.  Contact: 
Robert  J.  Baker,  M.D.  Phone:  (800)  621-4649  (in  Illinois): 
(800)  621-4651  (outside  Illinois). 

Specialty  Review'  in  Infectious  Disease 
For:  Internists  and  infectious  disease  specialists.  Lecture, 
Sept.  26-30,  Chicago.  IL.  Sponsor:  Cook  County  Graduate 
School  of  Medicine.  707  S.  Wood,  Chicago,  IL  60612.  Fee: 
$645.  Reg.  Limit:  90.  Credit:  Category  1:  40  hours. 
Contact:  Robert  J.  Baker,  M.D.  Phone:  (800)  621-4649  (in 
Illinois);  (800)  621-4651  (outside  Illinois). 

Specialty  Review  in  Hematology 

For:  Hematologists,  oncologists,  and  internists.  Lecture, 
Sept.  26-30,  Chicago,  IL.  Sponsor:  Cook  County  Graduate 
School  of  Medicine.  707  S.  Wood,  Chicago,  IL  60612.  Fee: 
$645.  Reg.  Limit:  90.  Credit:  Category  1:  40  hours. 
Contact:  Robert  J.  Baker,  M.D.  Phone:  (800)  621-4649  (in 
Illinois);  (800)  621-4651  (outside  Illinois). 

Ophthalmology 

Cornea,  Cataract  and  Lasers  '88 

For:  Ophthalmologists.  Symposium,  Sept.  17,  Chicago.  IL. 
Sponsor:  University  of  Chicago  School  of  Medicine,  Center 
for  CME,  5841  Maryland,  Box  139,  Chicago,  IL  60637. 
Fee;  TBA.  Reg.  Limit:  200.  Credit:  Category  1:  TBA. 
Contact:  Marlene  Goldberg.  Phone:  (312)  702-1056. 

Ophthalmology,  Neurology,  Radiology 

Clinical  Neuro-Ophthalmology  Symposium 
For:  Ophthalmologists,  neurologists,  and  radiologists.  Sym- 
posium, Sept.  9-10,  The  Wisconsin  Center,  Madison,  WI. 
Sponsor:  UW-Madison,  CME  and  the  Depts.  of  Ophthal- 
mology and  Neurology.  School  of  Medicine,  UW-Madison, 
2715  Marshall  Court,  Madison,  WI  53705.  Fee:  TBA.  Reg. 
Limit:  None.  Credit:  Category  1:  7 hours;  UW  CEH’s:  7 
hours.  Contact:  Cathy  Means.  Phone:  (608)  263-6637.  A 


SWEETEN  YOUR  $$$  FLOW 


Medical  Billing,  Insurance  Claim  Fiuno 

FAST  ACCURATE  BILLING  AND  FOLLOW-UP 
COMPLETE  FINANCIAL  REPORTS 
PAY  ONLY  IF  WE  COLLECT 

LNJ  Automated 
Data  Service 

125  S.  Wilke  Road,  200E 
Arlington  Fleights,  IL  60005 
Phone  No.:  (312)  870-0525 


'AIAA  UI^U 

mwn 


PHYSICIAN 
SPECIALISTS. 


The  Air  Force  can  make  you  an  attractive 
offer — outstanding  compensation,  better 
working  hours  plus  opportunities  for 
professional  development.  You  con  hove 
a challenging  practice  and  time  to 
spend  with  your  family.  Find  out  what  the 
Air  Force  offers  a specialist  up  to  age  58. 
Coll 

USAF  HEALTH  PROFESSIONS 
815-424-2035 
COLLECT 


Each  month — L)  Q presents 
the  most  important  fV 
articles  on  cardiology. . . 

• selected  from  the  best  of  the  peer- 
reviewed  literature* 

• revised  and  updated  by  the  original  authors 

• edited  for  ciarity  and  brevity 

• classified  into  clinical  categories  for 
quick  reference 

• offering  a CME  Self-Study  Quiz  that 
provides  two  credit  hours  in  Category  1 

CARDIOLOGY  BOARD  REVIEW 

Greenwich  Office  Park  3,  Greenwich,  CT  06831 

(203)  629-3550 


ARDIOLOCy 

OARD 

EVIEW 

IOURN.\l.  K)RCARl>lOLO01STS  .AM) 

PHVSICIANS  IN  INTERNAL  MEPICINF 


\ Ol  5 NO  I ‘ JANUARY 

Effect  of  Medical  versus  Surgical  Therapy  for  Coron«uy 
Disease  / PETER  PEDl’ZZK  PhD,  ct  aJ 

Electrophysiological  Testing  and  Nonsustained  Ventricular 
Tachycardia  ' PETER  R KOWEV.  .MD,ct  d. 

Residual  Coronan'  Arten’  Stenosis  after  ThromboKtic 
Therapy  / LOVUELI.  F SATLER.  MD. « al. 

Assessment  of  Aortic  Regurgitation  by  Doppler 
Ultrasound  ' PAUL  A.  URAVBURN.  MD'«  al 

Embolic  Risk  Due  to  Left  Ventricular  Thrombi 
JOHN  R.  STRATTON.  MD 

■■■  '- 

Hemod)'naraic  Effects  of  Dildazem  in  Chronic  Heart 
Failure  / DANIEL  L.  KL’LICK.  MD,  ct  al. 

Cardiovascular  Reserve  in  Idiopathk  Dilated 
Cardiomyopathy  • RICKY  D LATHAM.  MD.  ct  al. 

Overa’iew  • Coronaiy  Angioplast)’:  Ea'olving  Applications 
UEORGE  VETROX’EC.  MD 


‘Journals  reviewed  include:  Circulation.  American  Heart  Journal, 
Journal  of  the  American  College  of  Cardiology.  British  Heart 
Journal.  Chest,  The  American  Journal  of  Cardiology,  The  New 
England  Journal  of  Medicine.  Annals  of  Internal  Medicine, 
American  Journal  of  Medicine,  and  The  Journal  of  the  American 
Medical  Association. 
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PHYSICIAN  RECRUITMENT 
PROGRAM 


In  an  effort  to  reduce  the  number  of  towns  in  Illinois  needing  physicians, 
the  Physician  Recruitment  Program  and  the  Doctor’s  Job  Fair  are  publishing 
synopses  in  Journal. 

Physicians  who  are  seeking  a place  to  practice  or  who  know  of  any 
out-of-state  physicians  seeking  an  Illinois  residence  are  asked  to  notify  the 
program. 

Any  areas  wishing  to  be  listed  should  contact:  Physician  Recruitment 
Program,  ISMS,  Twenty  North  Michigan  Avenue,  Suite  700,  Chicago  Illinois 
60602. 


ALTON: 

Population  in  St.  Louis  metro  area 
is  over  2 million.  Located  25  miles 
from  downtown  St.  Louis.  Four 
community  hospitals  available  for 
staff  privileges.  Opportunities  for 
internal  medicine,  cardiology,  neu- 
rology, gastroenterology,  pediat- 
rics, oncology,  and  anesthesiology. 
Fully  equipped  offices  available. 
Scheduled  hours,  free  rent,  staff 
salary  support,  marketing  assis- 
tance, partnership  shares  are  avail- 
able and  attractive  income  support 
arrangements.  Contact  Jan  C.  Vest, 
Administrator,  Doctors  Clinic,  Al- 
ton, Illinois  (618)  474-8000  or  800- 
325-3571.  (6) 

CRYSTAL  LAKE: 

Population  20,000.  Three  board 
certified  family  practitioners,  losing 
an  associate  July,  1988.  Service 
area — 35,000.  Community  offers 
fine  opportunity  for  fulfilling  medi- 
cal practitioner,  numerous  cultural, 
recreational  facilities,  good  family 
life.  Contact:  John  Wall,  280  Vir- 
ginia, Crystal  Lake,  60014  (815) 
459-2678  (6) 

FLORA: 

Small,  progressive  hospital  in 
Southern  Illinois  seeks  general  sur- 
geon. Beautiful  small  town,  scenic 
area,  yet  only  an  hour’s  drive  from 
major  metropolitan  areas.  Financial 
assistance  and  office  space  avail- 
able. As  the  only  general  surgeon  in 
the  community,  you  would  be 


assured  of  a lucrative  practice,  plus 
a real  challenge.  Contact:  John  E. 
Monnahan,  Administrator,  Clay 
County  Hospital,  700  North  Mill, 
Flora,  IL  62839;  (618)  662-2131, 
ext.  228.  (7) 


FLORA: 

Small,  progressive  hospital  in  south- 
ern Illinois  seeks  family  practitio- 
ner. Beautiful  small  town,  scenic 
area,  yet  only  an  hour’s  drive  from 
major  metropolitan  areas.  Financial 
assistance  and  office  space  avail- 
able. Contact:  John  E.  Monnahan, 
Administrator,  Clay  County  Hospi- 
tal, 700  North  Mill,  Flora,  IL 
62839;  (618)  662-2131  ext.  228. 
(9) 

MACOMB: 

Chief  of  staff.  Western  Illinois  Uni- 
versity is  accepting  applications  for 
medical  chief  of  staff  at  its  Health 
Center.  This  is  a 1 2 month  position 
in  a multi-faceted  outpatient  clinic 
serving  11,000  students.  Starting 
date  July  1,  1988.  Salary  competi- 
tive and  commensurate  with  experi- 
ence. Excellent  fringe  benefits,  mal- 
practice paid.  A letter  of  applica- 
tion along  with  a curriculum  vitae 
and  three  references  should  be  for- 
warded to:  Mr.  Earl  Bracey,  Chair- 
man, Search  Committee  for  Medi- 
cal Chief  of  Staff,  315  Sherman 
Hall,  W.I.U.,  Macomb,  IL  61455. 
Ethnic  minorities,  women  and 
handicapped  persons  are  encour- 
aged to  apply.  (6) 


MACOMB: 

Seeking  physician  for  full-time  posi- 
tion in  emergency  room  of  commu- 
nity hospital  with  1 1,000/yr  ER  vis- 
its. This  modern  155-bed  level  II 
trauma  and  poison  control  center 
has  excellent  specialty  backup  and 
maintains  a 24hr.-ER  and  paramed- 
ic ambulance  system.  Services  area 
covering  40,000  patients.  Located 
in  Macomb,  just  80  miles  northwest 
of  Springfield.  This  university  town 
offers  excellent  cultural,  education- 
al, and  recreational  opportunities. 
A comfortable,  “safe”  fomily  com- 
munity. Attractive  compensation 
based  on  48-hour  week  plus  mal- 
practice and  benefit  package  pro- 
vided. Send  CV  to  George  Rood- 
house,  D.O.,  McDonough  District 
Hospital,  525  E.  Grant,  Macomb, 
IL  61455.  (7) 


QUAD-CITIES 

Emergency  medicine/ambulatory 
care  opportunity,  aggressive  private 
group  covers  brand  new  (construc- 
tion completed  March  1988)  level 
II  trauma  center  and  ambulatory 
care  center.  Compensation  highest 
in  area.  Immediate  opening.  Con- 
tact Premier  Emergency  Group, 
P.C.  3024  Chateau  Knoll,  Betten- 
dorf, lA  52577.  Phone:  (319)  332- 
5927.  (9) 


ROBINSON: 

OB/GYN:  BC/BE  needed  in  family 
oriented  community  with  a drawing 
area  of  25,000.  Progressive  JCAH 
approved  107  bed  hospital.  Excel- 
lent medical  staff.  Highly  competi- 
tive compensation  package  includ- 
ing income,  office  space,  personnel, 
etc.  Excellent  opportunity  for  GYN 
Surgery.  Hospital  located  in  South- 
ern Illinois  near  large  referral  cen- 
ters, shopping  centers.  Contact:  M. 
Jean  Chambless,  Administrator, 
Crawford  Memorial  Hospital,  Rob- 
inson, Illinois  62454  (6) 
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YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  Is  a 3a-15a-20B-17a-hydroxy  Yohlmbine-16a-car- 
boxyllc  acid  methyl  ester.  The  alkaloid  Is  found  in  Rubaceae  and  related  trees. 
Also  In  Rauwolfla  Serpentina  (L)  Benth.  Yohimbine  Is  an  Indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  Is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  Is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.''  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.’' 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. ' '3.4  i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  ’/a  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 


bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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HE  GRATXKTE  SCHGDLS™ 

707  South  Wood  Street  • Chicago,  lUinois,  60612 


ACC  ML  Accred'ned 


August — October,  1988 

Specialty  Review  in  Internal  Medicine 

July  31'August  7,  1988 

Specialty  Review  in  Surgical  Critical  Care 

August  15-19,  1988 

Specialty  Review  in  General  Surgery,  Part  I 

August  22-September  2,  1988 

Gynecologic  Surgical  Techniques 

August  25-27,  1988 

Specialty  Review  in  Dermatology 

September  19-24,  1988 

Specialty  Review  in  Hematology 

September  26-30,  1988 

Specialty  Review  in  Infectious  Disease 

September  26-30,  1988 

Specialty  Review  in  Pulmonary  Disease 

September  26-30,  1988 

Specialty  Review  in  Rheumatology 

October  3-7,  1988 

Specialty  Review  in  General  Surgery,  Part  11 

October  3-14,  1988 

Specialty  Review  in  Nephrology 

October  10-14,  1988 

Advances  in  Anatomic  and  Clinical  Pathology 

October  16-21,  1988 

Specialty  Review  in  Obstetrics  and  Gynecology: 

Practical  Aspects 

October  16-22,  1988 

Current  Clinical  Neurology 

October  24-28,  1988 


CALL  TOLL-FREE  TODAY! 

Toll-free:  (800)  621-4651  • In  Illinois:  (800)  621-4649 


BiMiiy 

PRACTITIONERS 
& INTERNISTS 

Active  Primary  Care  Practice  with  strong 
growth  potential  for  sale  in  Western 
Suburb  of  Chicago.  Practice  Acquisition 
Price:  $1 00,000  includes  equipment  less 
than  5 years  old.  Well-organized  busi- 
ness  operation  with  opportunity  for 
physician  to  begin  practice  immediately. 
Financing  available.  Practice  support,  if 
desired,  is  also  available  through  affilia- 
tion with  quality  teaching  institution  lo- 
cated within  15  minutes  of  practice.  Call: 

(312)  975-2258 

The  complete 
journal  for 
family  practice 
physicians 

■ Reaches  79,000  family  physicians  monthly 

■ Presents  the  most  commonly  seen  patient 
problems  in  family  practfce 

■ Written  by  physicians  for  physicians 

■ The  most  current  clinical  updates  in: 

Cardiology  Pediatrics  Psychiatry 
Diabetes  Ob/Gyn  Gastroenterology 

■ Provides  20  hours  of  CME  Category  1 Credit 

PRACTICAL  ■ CLINICAL  ■ EDUCATIONAL  - CURRENT 

Family  Practice  Recertification  Greenwich  office  Park  3,  Greenwich,  CT  06831  / (203)  629-3550 


Eprsiaxis  balloon  catheter  page  20 


Funiih  Pradioe  RecerlilicatkHi* 


DECEMeER  1987  VOL  9.  NO  12 


FAMILY  PRACTICE  SKILL 


> Controlling  Episiaxis 


CLINICAL  ARTICLES 


[|j)  Drug  Therapy  for  Manic  Illness 

Therapeutic  Guidelines  for  L'se  of  Nonsteroidal 
2 .XniilnflammatorN'  Drugs  for  Rheumatic  Disorders: 
Salicylates 


KEEPING  CL’RRENT 


Does  a Definite  Dlafinosis 
Help  Pailenrs  Get  Better? 
Screening  for  Liver  Metastases 
Significance  of  Elevated 
Erythrocyte  Sedimentation  Rates 

Glucose  Tolerance  and 
Pregnancy  Complications 
Among  Nondiabeilc  Women 


Can  Obese  Type  II  Diabetic 
Patients  Lise  Fructose  as  a 
Sweetener? 

Comparison  of  Diagnostic 
Tests  for  Evaluating 
Dementia 

Riychiatric  Reactions  Caused 
by  Lidocalne  Toxlcity 


ClTVIl'LATIVE  INDEX 
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CLASSIFIED  ADVERTISING 


Classified  Advertising  Rates 


1 insertion 

3 insertions 

6 insertions 

1 2 insertions 

25 

words 
or  less 

1 7.00 

13.00 

18.00 
22.00 

26  to  50 
words 

$17.00 

32.00 

44.00 

53.00 

51  to  75 
words 

$25.00 

46.00 

64.00 

79.00 

76  to  100 
words 

$ 42.00 

78.00 

108.00 

1 32.00 

All  proposed  advertisements  should 
be  received  by  the  hrst  of  the 
month  preceding  publication.  A 
surcharge  of  $5  will  be  assessed 
when  a box  number  is  requested 
and  an  additional  18  words  should 
be  added  in  calculating  the  advertis- 

ing  rate. 

POSITIONS  AND  PRACTICE 

WELL  ESTABLISHED  PRACTICE  general  sur- 
gery and  general  practice  looking  for  asso- 
ciate who  will  buy  within  six  months  to  one 
year  or  right  now.  40  miles  from  Chicago. 
Twenty  years  established  practice,  excellent 
income.  Substantial  income  from  hospital  on 
trauma  call.  Looking  for  a partner  or  asso- 
ciates. Reply  to  Box  2061,  c/o  Illinois  Medi- 
cal Journal,  Twenty  North  Michigan  Avenue, 
Suite  700,  Chicago,  IL  60602. 

FAMILY  PHYSICIAN— Well  equipped  48- 
bed  rural  JCAH  accredited  hospital  is  look- 
ing for  a family  physician  to  round  out  their 
medical  staff.  Modern  furnished  five  room 
clinic  located  on  hospital  grounds  provided. 
Lucrative  financial  package  including  guar- 
antee for  initial  period.  Unbelievable  income 
potential.  The  hospital  is  located  in  south- 
eastern Illinois  in  the  midst  of  the  Shawnee 
National  Forest.  Excellent  area  for  fishing, 
hunting,  boating,  etc.  Contact  Roby  Wil- 
liams, Administrator,  Hardin  County  Gener- 
al Hospital,  P.  O.  Box  2467,  Rosiclare,  IL. 
62982.  Telephone — (618)  285-6634. 

PEDIATRICIAN  WANTED  to  establish  prac- 
tice in  NW  Illinois  city  of  17,000,  service 
area  60,000  + . Space  available  in  fully- 
equipped  office  1 block  from  hospital  with 
new  peds.  unit  and  level  II  nursery.  100%  of 
collections,  no  buy-in.  Office  rent  negotia- 
ble. 1-2  hours  from  Chicago,  other  large 
cities.  For  more  information  or  to  schedule 
visit,  write  S.  Baumwell,  M.D.,  202  W.  Miller 
Road,  Sterling,  IL  61081  or  call  collect  (815) 
626-9660. 

GENERAL  PRACTICE  OPPORTUNITY  For 

Illinois  licensed  physician  with  own  malprac- 
tice insurance  for  busy  clinic  on  west  side  of 
Chicago.  Telephone:  (815)  933-1900. 


ASSOCIATE  MEDICAL  DIRECTOR  Excellent 
opportunity  for  board  certified  internist, 
family  practitioners  to  join  the  medical 
department  of  a large  utilization  and  case 
management  corporation.  The  company  spe- 
cializes in  remote  utilization  review,  and  in 
managed  medical  care  for  corporate  and 
insurance  carrier  clients  coast-to-coast. 
There  will  be  an  opportunity  to  work  with 
physicians  and  develop  treatment  plans  and 
alternate  treatment  sites  for  patients. 
Opportunities  for  input  into  corporate  pro- 
grams and  strategic  planning  exist.  Utiliza- 
tion review  experience  is  preferred  but  not 
necessary.  Specialty  board  certification  is 
required.  Respond  to:  Director,  Medical 
Department,  3200  S.  Highland  Ave.,  Down- 
ers Grove,  IL  60515-1223. 

FAMILY/GENERAL  PRACTICE— M.D./ 
D.O.  physician  preferably  B.C./B.E.  needed 
to  join  two  physicians  in  busy  practice  in 
central  Illinois,  rural  community.  Terms  for 
salary  or  guarantee  negotiable.  Write  to  Box 
2094,  c/o  Illinois  Medical  Journal,  Twenty 
North  Michigan  Avenue,  Suite  700,  Chicago, 
IL  60602. 

SOUTHWESTERN  CHICAGO  SUBURBAN 
AREA — Seeking  board-certified  or  board- 
eligible  family  practitioners,  internists,  pedi- 
atricians and  obstetricians/gynecologists  for 
positions  in  a rapidly  developing  hospital 
service  area  of  350,000  population  35  miles 
from  Chicago’s  Loop.  Positions  offer  highly- 
competitive,  one  to  two  year  guaranteed 
annual  salaries  plus  benefits  including  mal- 
practice, life,  long-term  disability  and  health 
insurance,  moving  and  interview  expenses, 
and  paid  vacation  and  sick  leave  time.  For 
further  information,  submit  a current  curric- 
ulum vitae  or  call  (collect):  Robert  W. 
Matthews,  Ph.D.,  Director  of  Special  Pro- 
jects, 1200  Maple  Road,  Joliet,  IL  60432, 
(815)  740-7093,  (815)  740-7094  after  6 pm/ 
weekends. 


GROUP  HEALTH  INC.  If  you  are  board  certi- 
fied, or  board  eligible,  in  any  of  the  following 
specialties.  Group  Health,  Inc.  may  have  an 
opportunity  for  you.  Adult  psychiatry,  cardi- 
ology, dermatology,  family  practice,  internal 
medicine,  obstetrics  & gynecology,  ophthal- 
mology, pediatrics,  urology.  For  information 
about  joining  the  Group  Health,  Inc.  medi- 
cal staff,  call  Jerry  Hess  at  (612)  623-8444. 
Group  Health,  Inc.,  2829  University  Avenue 
S.E.,  Minneapolis,  Minnesota  55414. 

ANESTHESIOLOGIST.  Seeking  3 BC/BE 
well-trained  anesthesiologists  to  join  8 physi- 
cians and  1 2 CRNAs  in  a busy  group  practice 
which  includes  cardiothoracic,  neuro,  neo- 
natal, and  OB  at  a 650  bed  hospital  with  an 
academic  affiliation.  Sub-specialities  consid- 
ered, especially  cardiac,  pediatric,  and 
obstetrics.  Excellent  salary  and  benefits. 
Send  CV  to  Quentin  A.  Pletsch,  M.D.,  St. 
John's  Hospital,  800  East  Carpenter,  Spring- 
field,  IL  62769. 

INTERNIST  OR  FAMILY  PRACTICE  PHYSI- 
CIAN with  strong  interpersonal  skills  for 
position  as  medical  director  of  women’s  cen- 
ter in  southwest  Chicago  suburb.  Half-time 
position  offers  attractive  compensation,  full 
benefits,  malpractice  insurance  and  liberal 
vacation.  Associated  with  a university  affiliat- 
ed teaching  hospital.  For  more  information 
or  appointment  call  Mary  Lynch  (312)  567- 
2215. 

THIRTY-FOUR  PHYSICIAN  multispecialty 
group  conveniently  located  between  Chicago 
and  Milwaukee.  Well  equipped  clinic  offer- 
ing salary  guarantee  with  incentive  bonus; 
excellent  fringe  benefits  and  early  owner- 
ship. Please  send  current  curriculum  vitae  to 
Roger  D.  Lacock,  Administrator,  Racine 
Medical  Clinic,  5625  Washington  Avenue, 
Racine,  WI  53406. 
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TWENTY-NINE  PHYSICIAN  multispecialty 
clinic  located  in  desirable  east  central  Wis- 
consin location  is  seeking  board  certified  or 
board  qualified  orthopedic  surgeon  to  round 
out  its  services.  Lab,  x-ray,  excellent  hospi- 
tal. Liberal  guarantee  and  benefits.  If  inter- 
ested contact  D.  F.  Sweet,  M.D.,  Fond  du 
Lac  Clinic,  S.C.,  80  Sheboygan  Street,  Fond 
du  Lac,  Wisconsin  54935. 

PEDIATRICIAN  AND  GENERAL  INTERNIST 

or  family  practitioner  (husband/wife  team?) 
for  multispecialty  clinic  50  miles  southeast  of 
Chicago  in  university  town  in  Dunes  County 
of  southern  Lake  Michigan.  Superior 
schools,  many  recreational  opportunities, 
small  town  atmosphere.  Pediatrician  to  join 
long  established  pediatrician  with  extensive 
practice.  Four  minutes  from  400  bed  hospi- 
tal with  NICU,  ICU,  ecu.  Contact;  Thomas 
Covey,  M.D.,  F.A.A.P.  (219)  462-4167. 

PSYCHIATRIST  for  busy  hospital/office  pri- 
vate practice.  Immediate  opening  with 
opportunity  for  partnership.  Northwest  Chi- 
cago suburbs.  Forward  C.V.  to  Box  **'2072, 
c/o  Illinois  Medical  Journal,  Twenty  North 
Michigan  Avenue,  Suite  700,  Chicago,  IL 
60602. 

GREAT  OPPORTUNITY  for  G.P./family  phy- 
sician need  to  work  in  busy  growing  practice. 
No  investment  required.  Established  prac- 
tice with  guaranteed  patient  base.  Good  base 
salary  plus  incentive  and  potential  for 
growth  for  the  right  doctor.  Vacations  and 
insurance  paid.  Reply  to  C.H.S.,  P.O.  Box 
641,  Moline,  IL  61265. 

ILLINOIS,  QUAD-CITIES  AREA:  Seeking 
emergency  medicine  physicians  with  residen- 
cy training  and/or  prior  ED  experience  for 
both  full-time  and  locum  tenens  opportuni- 
ties, in  very  attractive,  high  volume  facility. 
Excellent  nursing  staff.  Above  averge  com- 
pensation, malpractice  insurance  and  flexi- 
ble scheduling.  Benefit  package  available  to 
full-time  physicians.  For  more  information 
contact:  Emergency  Consultants,  Inc.,  2240 
South  Airport  Road,  Room  1 7,  Traverse 
City,  MI  49684;  1-800-253-1795,  or  in  Mich- 
igan 1-800-632-3496. 

CHICAGO,  WESTERN  SUBURBS— Seeking 
part-time  physicians  for  moderate  volume 
urgent  care  center  in  medical  clinic.  Excel- 
lent backup,  above  average  compensation 
and  malpractice  insurance  provided.  Con- 
tact: Emergency  Consultants,  Inc.,  2240 
South  Airport  Road,  Room  17,  Traverse 
City,  MI  49684;  1 -800-253-1 795,  or  in  Mich- 
igan 1-800-632-3496. 

CARDIOLOGIST— ST.  LOUIS,  Missouri 
area.  Excellent  opportunity  for  a board  eligi- 
ble/board certified  cardiologist  to  join  an 
established  board  certified  cardiologist  in 
private  practice.  Position  offers  above  aver- 
age compensation  plus  fringe  benefits 
including  malpractice,  life,  disability  and 
health  insurance,  moving  expense  reim- 
bursement and  paid  vacation.  Partnership 
after  two  years’  satisfactory  employment.  For 
further  information,  send  CV  to  Box  2109 
c/o  Illinois  Medical  Jcmmal,  Twenty  North 
Michigan  Avenue,  Suite  700,  Chicago,  IL 
60602. 


OB/GYN— N.W.  SUBURBAN  CHICAGO. 
Physicians  to  perform  first  and  second  tri- 
mester pregnancy  terminations.  Mail  C.V.  to 
Beth  Masters,  P.O.  Box  2237,  Des  Plaines, 
IL  60018,  or  call  (312)  394-0715. 

OB/GYN,  FAMILY  PRACTICE,  ENT,  and 

general  internist,  needed  for  two-hospital, 
historic  river  town  of  20,000.  Drawing  area 
of  approximately  60,000  with  new  19,000 
acre  recreational  lake.  Unlimited  potential. 
Contact  Carol  Murphy,  Physician  Recruit- 
ment, 623  Broadway,  Hannibal,  MO  63401, 
or  call  314-221-3107. 

FAMILY  PHYSICIAN/INTERNIST:  Esther- 
ville  medical  center  seeking  associates  to  join 
two  boarded  family  practitioners.  Esther- 
ville,  Iowa,  a rural  community  with  several 
small  industries,  located  within  15  miles  of 
the  “Iowa  Great  Lakes”  in  northwest  Iowa. 
Excellent  up-to-date  community  hospital. 
School  system  ranks  among  the  finest  in  the 
state.  Guarantee  plus  additional  renumera- 
tion based  on  productivity.  Contact  Ray- 
mond Wolf,  15975  West  National  Avenue, 
New  Berlin,  WI  53151  or  call  (414)  784- 
2777. 

WAUKON,  IOWA  — Family  physician  to  join 
a well-established  three-physician  family 
practice  clinic  that  has  affiliated  with  Fran- 
ciscan Health  System  of  La  Crosse,  Wiscon- 
sin. Excellent  financial  benefits.  Education 
and  recreation  is  truly  outstanding.  Contact 
Raymond  F.  Wolf,  15975  W.  National  Ave- 
nue, New  Berlin,  Wisconsin  53151  or  call 
(414)  784-2777. 

FACULTY/PRACTICE  POSITION— Unique 
opportunity  to  teach  and  practice.  The  Dav- 
enport, Iowa  Family  Practice  Program  is 
seeking  a residency-trained  family  physician 
to  join  its  faculty.  This  position  offers  the 
opportunity  to  practice  and  teach  residents 
in  either  the  Davenport  office  or  a satellite 
clinic  located  20  miles  from  Davenport. 
Obstetrical  experience  and  interest  pre- 
ferred. Salary  is  competitive  and  commensu- 
rate with  experience.  If  interested  in  this 
stimulating  opportunity,  please  direct  inqui- 
ries and  a curriculum  vitae  to:  Kim  P.  Peter- 
sen, M.D.,  Program  Director,  516  West  35th 
Street,  Davenport,  Iowa  52806. 

COASTAL  EMERGENCY  SERVICES  of  St. 
Louis,  Inc.  is  pleased  to  announce  our  asso- 
ciation with  Alexian  Brothers  Hospital  in  St. 
Louis.  Emergency  department,  clinical  and 
directorship  positions  are  available  to  physi- 
cians with  board  certification  in  a primary 
care  specialty  or  board  qualification  in  emer- 
gency medicine.  For  more  information,  con- 
tact Mary  Jo  Tosh,  CES  of  St.  Louis,  Inc., 
425  N.  New  Balias  Road,  Dept.  SJE,  Ste. 
295,  St.  Louis,  MO  63141.  1-800-227-2533 
or  (314)  432-0210. 

URGENT— FP/GP  PHYSICIANS  needed  for 
practice  opportunities  within  Arizona  and 
throughout  the  United  States.  Excellent 
group  and  solo  opportunities  available.  For 
additional  information,  please  call  (602)  990- 
8080;  or  send  CV  in  confidence  to:  Mitchell 
& Associates,  Inc.,  P.O.  Box  1804,  Scotts- 
dale, Arizona  85252. 


PHYSICIANS  TO  TAKE  IN-HOUSE  CALL. 
Ideal  position  for  residents  and  moonlight- 
ing physicians.  Second  year  residents  may  be 
suitable.  Call  Donna,  (815)  395-5187  or 
write  ETC,  Ltd.,  P.O.  Box  8034,  Rockford, 
Illinois  61 125. 

ILLINOIS  LICENSE— M.D.  OR  D.O.  wanted 
to  fill  need  for  innovative  “hands-on”  physi- 
cal medicine  clinic.  Growth  potential  is 
excellent.  Send  inquiries/vita  to  P.O.  Box 
3633,  Peoria,  IL  61614. 

ORTHOPEDIC  SURGEON  (St.  Louis  Area) 
Immediate  opportunity  for  BC/BE  orthope- 
dic surgeon  to  join  existing  thriving  practice. 
No  financial  risk,  attractive  compensation 
package,  liberal  benefits  including  malprac- 
tice insurance  and  possible  partnership. 
Contact  Don  Hoit,  Farris  & Associates,  Inc. 
16216  Baxter  Road,  Suite  200,  Chesterfield, 
Missouri  63017;  (314)  532-4880. 

FAMILY  PRACTITIONER  to  join  thriving, 
growing  practice  in  beautiful  south  central 
Michigan,  university  locale.  No  financial  risk. 
Excellent  compensation,  liberal  incentive 
plus  benefits  including  malpractice  insur- 
ance. Contact  Don  Hoit,  Farris  & Associates, 
Inc.,  16216  Baxter  Road,  Suite  200,  Ches- 
terfield, MO  63017;  (314)  532-4880. 

FAMILY  PRACTICE  opportunity  in  mid-east- 
ern Illinois.  Due  to  the  imminent  retirement 
of  family  practice  physician  you  may  join  this 
thriving  practice  without  any  financial  risk. 
Excellent  salary,  plus  incentive  with  liberal 
benefits  including  malpractice  insurance. 
Contact  Don  Hoit,  Earris  & Associates,  Inc., 
16216  Baxter  Road,  Suite  200,  Chesterfield, 
MO  63017;  (314)  532-4880. 


SITUATIONS  WANTED 


BOARD-CERTIFIED  OB/GYN  seeking  part- 
time  positions.  Please  reply  to  Box  #2047, 
c/o  Illinois  Medical  Journal,  Twenty  North 
Michigan  Avenue,  Suite  700,  Chicago,  IL 
60602. 

CERTIFIED  FAMILY-PRACTITIONER  seeking 
part-time  position.  Reply  to  Box  #2048,  c/o 
Illinois  Medical  Journal,  Twenty  North  Michi- 
gan Avenue,  Suite  700,  Chicago,  IL  60602. 


FOR  SALE,  LEASE  OR  RENT 

FAMILY  PRACTICE  for  sale.  25  years  old. 
City  of  12,000  ten  miles  from  St.  Louis, 
Missouri.  No  OB.  Grossing  $360,000.00 
yearly.  Price-  one  year  net  income.  Reply  to 
Box  #2073,  c/o  Illinois  Medical  Journal, 
Twenty  North  Michigan  Avenue,  Suite  700, 
Chicago,  IL  60602. 

MEDICAL  EQUIPMENT  for  sale/lease.  New 
and  used  exam  room  furniture,  EKG’s, 
hyfracators,  scales,  diagnostic  equipment, 
stretchers,  more.  Trade-ins  accepted.  Deliv- 
ery available.  800-553-8367. 
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FAMILY  PRACTICE/INTERNAL  medicine. 
Well  established  and  tully  equipped  medical 
office  building  and  practice  available  imme- 
diately for  sale,  contract  or  rent  in  western 
Illinois  community — population  15,000. 
Excellent  family  community.  Terms  negotia- 
ble. GPs  welcome.  Reply  to  Box  '*'2001, 
c/o  Illinois  Medical  Journal,  Twenty  North 
Michigan  Avenue,  Suite  700,  Chicago,  If, 
60602. 

WELL  ESTABLISHED  PRACTICE  Joliet  area 
is  for  sale  starting  April  1,  1988.  General 
medicine,  allergies.  Area  code  815-727- 
4621. 

PSYCHIATRIC  SOLO  PRACTICE  for  sale. 
Well  established  practice  located  in  prime 
southwest  suburban  area  in  medical  center. 
Call  (312)834-9500.  Ask  for  Carmella. 

USED  MEDICAL  EQUIPMENT.  Examination 
tables,  EKG,  ophthalmoscope,  otoscopes, 
copy  machine,  audiometer  and  many  small 
items.  Call  (217)932-4425. 

WELL-ESTABLISHED,  FULLY-EQUIPPED  in- 
ternal medicine  practice  (of  10  years)  in  a 3 
year  old,  self-owned  medical  office  suite 
attached  to  an  excellent  hospital  (450  beds, 
all  specialties,  cardiac  surgery)  40  min.  from 
downtown  Chicago.  Practice  grossing  over 
$270,000;  for  sale  or  contract.  Send  resume 
to  Box  2111,  c/o  Illinois  Medical  Journal, 
Twenty  North  Michigan  Ave.,  Suite  700, 
Chicago  IL  60602. 

FOR  SALE— Bariatric  practice.  Lake  Coun- 
ty, Illinois.  Established  seven  years,  gross 
$100m.  Twenty  to  twenty-five  hours  weekly, 
afternoons.  Low  overhead.  Will  stay,  train, 
or  consider  partnership.  Reply  to  Box  2110, 
c/o  Illinois  Medical  Journal,  Twenty  N.  Mich- 
igan Ave.,  Suite  700,  Chicago,  IL  60602 

ARIZONA-BASED  physician  recruiting  firm 
has  opportunities  coast-to-coast.  “Quality 
Physicians  for  Quality  Clients  since  1972.” 
Call  (602)  990-8080;  or  send  C.V.  to:  Mitch- 
ell & Associates,  Inc.,  P.O.  Box  1804,  Scotts- 
dale, AZ  85252. 

EENT  PRACTICE  FOR  SALE.  Established  41 
years  in  so.  suburbs.  Can  use  either  specialty 
alone  or  both.  Located  in  shopping  area. 
Best  offer.  Telephone  (312)  754-1156. 

PRACTICE  FOR  SALE:  63  year  old,  2nd 
generation  general  practice;  1 Vs  hour  drive 
so.  of  Chicago;  on  ground  floor  in  two  story 
building,  for  sale  or  rent.  Office  12  rooms 
for  2-3  physicians.  Excellent  accredited  hos- 
pital 4 blocks  away  with  all  specialties.  Reply 
to  Box  2112,  c/o  Illinois  Medical  Journal, 
Twenty  N.  Michigan  Avenue,  Suite  700, 
Chicago,  IL  60602. 


FOR  QUICK  SALE — Well  established  general 
practice  in  Chicago’s  southside  with  gross 
income  of  well  over  $140,000.00  per  annum. 
Building  with  4 exam  rooms,  x-ray,  dentist, 
laboratory,  pharmacy  and  large  reception 
area.  Rental  income  of  $18,000.00  per 
annum.  Owner  will  re6nance  balance  at  8% 
for  2 years.  Serious  interested  party  call 
Arlene  at  (312)  679-4161  from  9-5  pm; 
272-9442  after  7:00  pm. 

PRESTIGIOUS  EVANSTON  internal  medical 
practice.  Grossing  $2 1 5,000  + . Adult  orient- 
ed. Asking  $140,000.  Profe.ssional  Practice 
Sales,  540  Frontage  Rd.,  Northheld,  IL 
60093;  (312)  441-6111. 


MISCELLANEOUS 


FOR  PHYSICIANS  and  residents:  Unsecured 
signature  loans  $5,000-$60,000.  No  points 
or  fees.  Competitive  rates-level  payments. 
Up  to  six  years  to  repay.  Deferred  principle 
option,  confidential-rapid  processing.  For 
information  and  application  call  toll-free 
(800)331-4952,  MediVersal  Dept.  114;  or 
MediFinancial  Services  (512)  836-9126, 

Harper. 

HEALTH  CARE  PERSONNEL  CONSULTING, 
Inc.,  a division  of  The  Health  Care  Group, 
specializes  in  valuation  and  sales.  We  have 
practices  currently  available  in  the  following 
specialty  areas:  dental,  dermatology,  family 
practice,  internal  medicine  and  ophthalmol- 
ogy. For  more  information  regarding  selling 
or  buying  a medical  practice,  contact  our 
brokerage  division  at  Health  Care  Personnel 
Consulting,  Inc.,  Meetinghouse  Business 
Center,  140  West  Germantown  Pike,  Suite 
200,  Plymouth  Meeting,  PA  19462;  or  call 
(215)  828-0919. 

1988  CME  CRUISE/CONFERENCES  on 
medicolegal  issues  & risk  managment — 
Caribbean,  Mexico,  Alaska,  China/Orient, 
Europe,  New  England/Canada,  Trans  Pana- 
ma Canal,  South  Pacific.  Approved  for  24-28 
CME  Cat.  1 Credits  (AMA/PRA)  and  AAFP 
prescribed  credits.  Distinguished  lecturers. 
Excellent  group  rates  on  finest  ships.  Regis- 
tration limited.  Pre-scheduled  in  compliance 
with  IRS  requirements.  Information:  Inter- 
national Conferences,  189  Lodge  Ave.,  Hun- 
tington Station,  NY  11746.  (516)  549- 
0869. 

EXCELLENCE  IN  MEDICAL  OFFICE  SYS- 
TEMS— American  Medical  Software’s  medi- 
cal office  management  system  and  medical 
office  billing  system  are  extremely  easy  to 
install  and  use  on  any  IBM  PC-XT-AT-PS/2, 
or  100%  compatible  computer.  Prices  start- 
ing at  $1,495.  Multi-user  capabilities  and 
exceptional  support  services  are  standard. 


Et)r  free  information  or  optional  demonstra- 
tion disk  ($14.95),  call:  1-800-654-5925;  or 
write:  American  Medical  .Software,  Post 
Office  Box  236,  Edwardsville,  Illinois 
62025. 

MEDICARE  PART  B REVIEW  for  physicians 
and  patients.  Careful,  confidential  examina- 
tion of  documentation  turns  “adjustments” 
into  “income.”  Our  fee  is  only  25%  commis- 
sion on  additional  approval.  Services  include 
billing  analysis  and  fair  hearing  representa- 
tion. Extensive  experience  with  major  teach- 
ing hospitals.  Call  Review  Associates  today 
for  brochure,  references.  (312)  338-0337. 

DISCOUNT  HOLTER  SCANNING.  Services 
starting  at  $40.00.  Spacelabs  holter  recorder 
(cassette)  available  from  $1350.00.  Smallest 
and  lightest  bolters  update.  Fast  service  (24- 
48  hrs.  turn  over).  Hookup  kits  starting  at 
$5.00.  Special  introductory  offer  of  one  free 
test  with  any  purchase  or  lease  of  the  record- 
er. Cardiologist  overread  available  for 
$15.00.  If  interested  call  1-800-248-0153. 

MEDICAL  PRACTICE  SALES.  At  Medidentic 
we  have  the  expertise  and  the  contacts  to  sell 
your  practice.  Buyers  and  sellers,  see  our  ad 
on  page  405.  Medidentic  Practice  Sales — 
(312)  696-0220. 

ASSOCIATION  DES  MEDECINS  de  Langue 
Francaise  (AMF)  Aux  Etats  Unis.  Joignez 
notre  association.  Tel  312-377-6606  (pm). 
Ecrire  amf  6N273  Denker  Road,  St.  Charles, 
Illinois  60174. 

TIRED  OF  PAYING  physician  search  firms? 
For  information  write  or  call  Physician  Con- 
sultants Inc.,  4107  Chesapeak  Dr.,  Su.  3D, 
Aurora,  IL  60504;  (312)  820-8282. 

BRING  YOUR  PROFILE/MAAC  REPORT. 

This  seminar  will  address  concurrent  care 
issues.  Attendees  will  learn  how  to  deal 
effectively  with  Medicare  claims  and  increase 
part  B reimbursement.  The  agenda  will 
include  medically  unnecessary  services,  non- 
covered  services,  freedom  of  information 
act,  profile  analysis-maximizing  customary/ 
prevailing  profiles  and  MAAC  compliance. 
New  reimbursement  opportunities  and  case 
studies  will  be  discussed.  Group  and  individ- 
ual Q&A  will  follow  presentation.  Who 
should  attend:  par  and  non-par  physicians 
and  insurance  claims  managers  Location: 
Hyatt-Lisle;  Date:  July  26,  1988;  Time:  7:00 
pm-9:30pm;  Fee:  $195.00;  Registration: 
(312)  310-3385;  Partners  in  Physician  Edu- 
cation. Presenter:  Norman  Brooks  of  Profes- 
sional Practice  Development. 

MANUSCRIPT  PREPARATION  for  medical 
journal  publication  to  include  word  process- 
ing, meticulous  proofreading  and  editing  by 
AAMT  certified  medical  transcriptionist. 
Call  RK  Young  (312)  830-9454. 
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WHEN  TIME  IS  CRITICAL, 

The  mescal 
information 
you  need  now 
on  demand... 
in  just  minutes 


The  most  complete  medical 
data  base. ..at  your  fingertips 

Now,  you  can  tap  into  the  largest,  most  complete 
medical  information  resource  in  the  world:  the 
National  Library  of  Medicine.  The  Friends  of  the 
NLM-a  non-profit  organization— wants  you  to 
find  out  more  about  this  unique  link  to  the  worlds 
medical  knowledge.  To  do  so,  simply  use  the  coupon 
below.  \bu  owe  it  to  yourself  and  your  patients. 

“The  more  you  know, 
the  better  you  heal” 

1 

Friends  of  the  NLM  | 
424  C Street,  N.E.  I 

Washington,  D.C.  20002  1 


NATIONAL  LI6RAflr 
OF  MEDICINE 

□ Please  send  me  more  information  about  the 
NLM  and  the  services  it  offers. 

□ Please  enroll  me  in  the  Friends  of  the  National 
Library  of  Medicine.  My  tax-deductible  check  for 
$35.00  (member)  or  $100.00  (sponsor)  is  enclosed. 
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